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Stones in their passage from the gall-bladder and hepatic ducts 
give rise to a train of symptoms known as hepatic colic, when 
the stones are snugly wedged in the duct. The stone passing into 
the duodenum dropping back into the gall-bladder or the duct 
becoming dilated are the methods of Nature’s relief. A given 
train of symptoms is produced by the obstruction caused by these 
foreign bodies. These must of necessity vary according to the 
location of the stone, the completeness of the obstruction pro- 
duced by their presence, and complications engendered by secon- 
dary effects. If the stone originally was a native of the gall- 
bladder, (this being the usual birth place of these calculi), a his- 
tory of gall-bladder colic should be elicited: that is—an attack 
of pain in the region of this viscus and not followed by a severe 
type of jaundice or persistence of the symptoms. In many cases 
following the attacks of colic jaundice in a markt degree does 
not take place unless the common duct is closed. Stones remain- 
ing in the gall-bladder may give rise to a slight jaundice by a 
slow absorption from a surface denuded of its epithelium by the 
presence of the stones. The colic produced by a stone trying to 
get thru the cystic duct is not as severe as when in common 
duct. The gall-bladder holding, as it does, only one and a half 
ounces, and having very slight muscular contractile powers, does 
not produce as much hydraulic and other pressure as is the case 
when a stone is in the common duct. ‘The gall-bladder may be- 
come very much enlarged when the obstruction is in the cystic 
duct, but this is a very slow process as the bladder can only be- 
come dilated from its own secretion or from inflammatory pro- 
ducts where there exists an infection at the same time in that 
locality. 

It i. necessary to call the attention to some of these phases 
of stones in other portions of the biliary tract that we may in- 
telligently differentiate the common ducts. There are only two 
locations that a stone may lodge and produce persistent jaundice, 
that is, in the hepatic before its union with the cystic duct, and 
in the ductus communis choledochos. A stone in either of these 
locations may produce jaundice and absence of bile in the feces. 
There is this difference in the pathological manifestations: When 
a stone is in the hepatic duct the gall-bladder never becomes di- 
lated, but when the stone is in the common duct the gall-bladder 
usually becomes distended perceptibly. There are two excep- 
tions to this; viz.: When the cystic duct is obstructed by a stone 
or otherwise, and when the gall-bladder is contracted from in- 
flammatory changes or bound by adhesions. 

It is necessary to draw these distinctions in pathology that a 
correct interpretation of the symptoms be made; for without such, 
surgical mistakes and disappointments cannot be avoided. 

It is not all that is necessary simply to say this patient has a 
gall-stone or stones and they should be removed. An establisht 
precedence is often hard to overcome, a novice in surgery can 
open a big gall-bladder that is adherent to the abdominal wall, 
but to remove a stone impacted in the common duct is entirely an- 
other procedure and one that should be undertaken only by the 
most skilled and dextrous surgeons. Human life is too precious 
for an amateur to juggle with a ball-valve stone in the ductus 
communis choledochos, surrounded as it is by the portal vein, 
hepatic artery and other life essential organs. A stone having 
lodged in the common duct or formed there (which is rare) would 
have a history of previous attacks of colic, the character of which 
would vary according to the completeness of the obstruction. <A 
history of recurrring severe or mild attacks is usually obtainable, 
each attack lasting from a few moments to several hours and oc- 
casionally for days. The gradual onset of the pain is indicative 
of a common duct stone and a mild attack would indicate a par- 
tial closure of duct with a slight bile tinge in the skin and tran- 
sient absence of bile in the feces. An attack of this kind is due 
to an irregular-shaped stone permitting some bile to escape. Later 
this same stone may either become molded to fit the duct by accre- 
tions or the duct become contracted about the stone firmly. If 
the stone is located near the duct’s entrance into the duode- 
num the mild attacks are often accompanied by a slight rigor, fol- 
lowed by a chill. It is at this portion of the duct that absorbents 
abound most plentifully. An attack of this kind may last only 


a few hours. When the stone is acting as a complete valve, the 
bile is cut off from the bowel, and the feces present a white, putty 
appearance, the patient’s skin is thoroly bile stained, the perspi- 
ration and the urine showing bile in abundance. The patient at 
first may have repeated attacks of severe colic, but later nature 
abandons her efforts at expulsion and the stone remains in situ 
for months, the patient all this time being thoroly cholemic. 

The loss of weight is a very characteristic phase of chronic 
bile poisoning, and a slow pulse is of equal diagnostic import. 
These patients are unable to digest fats and object to much salt 
in their food. These powers of the human economy to resist 
the poisons in these cases is something wonderful, and I have been 
led often to doubt the correctness of our teachings in regard to 
the function of the bile and the result of its reabsorption. 

A ball-valve stone may make for itself a dilatation in the com- 
mon duct, and give rise to symptoms very similar to those pro- 
duced by the repeated passage of many stones—the same stone 
causing the numerous attacks of colic. I report these cases from 
my own practice as being typical cases of common duct stones. 


CASE I. 

M. J. T., farmer, age 55. Family history, negative. Has 
been a moderate drinker. Uses tobacco freely. His illness began 
two years ago when he had a severe attack of pain in right side 
near gall-bladder, lasting several hours. He was not jaundiced 
this attack (stone remained in cystic duct or gall bladder). The 
pain in this attack was paroxysmal, a feature not so noticeable 
in common duct stones. A few weeks later he had another at- 
tack quite severe in character, lasting several hours, then subsid- 
ing for a number of hours, only to recur again. This attack was 
followed by jaundice. The stone had evidently past into the com- 
mon duct. He did not have any loss of weight, or fever prior 
to this attack, which came on a week later. At this time he 
had a slight chill, followed by fever and accompanied by pain. 
A mild jaundice developt again. This he now noticed; that his 
stools were putty like, that his power to digest fat was poor— 
both due to absence of bile in the intestines. Gaseous disten- 
tion of bowels was also noticed and the odor of gases and feces 
was very pronounced. He continued to have these recurrences 
of pain and mild jaundice attacks up to the first time I saw him. 
Mild jaundice is an evidence of partial common duct obstruction. 
An intolerable cutaneous itching was ever present in this case— 
a symptom of frequent occurrence in cholemic patients. A few 
days before I saw him he had a severe attack of pain lasting 
twenty-four hours. This was followed by a profound jaundice 
and the examination detected an enlarged bladder, showing that 
the stone was below the juncture of cystic and hepatic ducts; also 
that the cystic duct was pervious. He had lost forty pounds in 
weight; his pulse beat was fifty-six. There was no bile in the 
epigastric region, which is the case as the stones approach the 
duodenal opening of the duct. At operation every diagnostic con- 
jecture proved true. The stone was found in the post-duodenal 
segment of the duct and was removed. The opening in duct was 
Stitcht with gauze packing as a safeguard against leakage. No 
leakage took place. He made a nice recovery and has since 
gained forty pounds in weight. 

CASE II. 

“Jack,” male, age 52, teamster. Two years ago he had first 
attack of hepatic cholic. The pain at that time was in region 
of gall-bladder. Hedid not become jaundiced at that time, but 
in the next attack, two months later, his pain was very severe 
and protracted, beginning in gall-bladder region, after a few hours 
changing to near center of abdomen on level with ninth rib. He 
became jaundiced after this attack; stools acholic; urine loaded 
with bile; digestion of fats diminisht. Loss of weight now be- 
came apparent; an intense itching of skin was an annoying symp- 
tom; slow pulse (56). He continued having occasional attacks 
of the colic, etc., up to the time I saw him. I found him much 
emaciated and very weak. Outline of gall-bladder easily made 
out. Thoroly cholemic. Had occasional chills, followed by a 
temperature varying from 99.5 F. to 104 F. A cholecystostomy 
was performed to give temporary relief, as his condition was such 
that a prolonged operation was too hazardous. He recovered 
beautifully from this procedure; returned to his home with the 
fistula discharging an abundance of bile. His pains were re- 
lieved; chills subsided; pruritus disappeared; jaundice cleared up; 
he rapidly gained weight. He returned three months later and I 
reopened the abdomen, making an incision parallel with the rib 
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margins and below former gall-bladder anchor. The stone was 
found in that portion of the duct behind the duodenum just where 
I had anticipated its location. The duct was incised, stone re- 
moved and four Lembert sutures applied in closing opening made 
in duct. Gauze was packt about the site of sutures in the duct; 
the wound in abdomen closed except at point of protruding gauze. 
The gall-bladder fistula was dilated and a long rubber tube in- 
serted to drain bile away from fresh wound and to relieve the re- 
sponsibility as much as possible on the duct sutures. His re- 
covery was perfect. The fistula soon closed. There was not a 
single drop of leakage from site of opening made in the duct. 


CASE III. 

Mrs. R., age 51 years. Has had three children. General 
health good up to twenty-four years of age, at this time she had 
her first attack (27 years ago). She had severe pain in right side in 
region of gall-bladder. This attack lasted ‘two or three weeks. 
Two weeks later she had another attack of a similar character. 
This attack was not followed by jaundice. During the next 
twenty years she had three or four attacks each year. In last 
two years she had been having an attack each two or three 
- weeks. Has never found any stones in feces. Had first chill 
one year ago. Since then each attack has been accompanied by 
chills. Discharge from bowels acholic for last few years. Fats 
not digested. Bile tinge of skin for a long time with occasional 
severe jaundice. Urine saffron colored. Uneasiness in right side 
near gall-bladder all the time. Occasionally a “lump” on right 
side has been discoverable. 

-The attacks of pain are accompanied by much vomiting and 
gaseous distension of intestines. Has taken many doses of mor- 
phine for relief of pain, but has not formed a habit. She is in 
fair flesh. Skin jaundiced. Pain has changed from gall-bladder 
to nearer center line of body. Very tender in region of gall 
bladder. The diagnosis was ball-valve stone in common duct 
and probably stones in gall-bladder. Later this case was op- 
erated upon and a number of stones found in gall-bladder and 
one small stone was Irdged in common duct. 

Of much value in the diagnosis of common duct stones in any 
case are the following symptoms, either alone or in combination 
with other symptoms: 

Jaundice; severe, or mild persistent. 
Pain, recurring long and often. 
Acholic stools. 

Pain in region of duct. 

Itching of skin. 

Bile in urine and perspiration. 

Chills, followed by fever. 

Slow pulse. 

9. Loss of weight. 

10. Inability to digest fats. 

11. Fiatulency. 

12. Enlargement of gall-bladder, early in case; later, con- 
traction. 
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AFTER MANAGEMENT OF ABDOMINAL SECTION. 


BY C. H. WALLACE, M. D., ST. JOSEPH, MO. 


Professor of Emergency and Clinical Surgery in Ensworth Medical College; 
Surgeon to Hannibal & St. Joseph R. R., etc. 


Altho the title of my paper signifies dealing with the post- 
operative stage of abdominal section, it is not amiss to say a 
word as to the preparatory treatment of this class of surgical cas- 
es, as he who is sufficiently skilled in physical diagnosis to detect 
organic and functional disturbances in the general economy and 
to eliminate them as far as possible before subjecting the patient 
to operative measures will certainly reap a lower mortality than 
he who, from lack of such skill, or from neglect, fails to give his 
patient this pre-operative attention. Three to five days in bed 
with proper eliminative measures is worthy of advocacy in all 
eases, and where organic disease is present the pre-operative at- 
tention may extend over weeks before such patients are in a reas- 
onably safe condition. 

The common custom of sweeping away the generally given 
mercurial by salines is not without its objectionable features, es- 
pecially in the anemic type, where it decreases the already de- 
pleted circulation and lowers the resistive power of the subject. 
The demand of the system by thirst for large drinks of water after 
a brisk saline in health is an index to the amount of depletion to 
the circulatory medium, and doubtless the intense thirst after 
laparatomy is increast by preparatory salt dosage. The admin- 
istration of a mercurial with cascara or extract of colocynth or 
compound licorice powder for three or four consecutive days 
accomplishes the desired end without the objection incident to 
saline purgation. 


CLOSURE OF ABDOMINAL INCISION. 


Closure of the abdominal incision both as to method and ma- 
terial demands first consideration in the after-treatment of ab- 
dominal surgery. If thru-and-thru suturing is the selection of 
the operator, silk-worm gut or silk meets the indications for suit- 
able material, and should have the preference of introduction 
from within outward as lessening the liability of infection from 
the skin and resulting stitch-hole abscess. In interrupted thru- 
and-thru suturing the important factor for consideration is co- 
aptation of like sutures, thus reducing the liability of wound- 
hernia to a minimum. The improved methods of preparation and 
preservation of cat-gut gives the operator who prefers layer-sut- 
uring an ideal material for his work. That tier-suturing pro- 
longs the operative work no one doubts, and he who selects it 
should be both dexterous and rapid, as prolonged narcosis en- 
ters as an element both as to mortality and rapid convalescence. 
The coaptation of like structures is apropos in this method of 
closing the incision as in thru-and-thru suturing, especially as it 
has to do with the supporting structure of the abdominal wall, 
the preitoneum and transversalis fascia. The practice of some 
operators in the use of non-absorbent material for buried sut- 
ures is objectionable by virtue of its action as a foreign sub- 
stance. The further support of the line of incision with three 
or four strips of adhesive plaster after the application of a prim- 
ary gauze dressing answers the double purpose of additional 
strength and the avoidance of the possibility of exposure of the 
site of operation in the restless stage following anesthesia. The 
support of the secondary gauze dressing by a skultetus bandage 
is recommemnded by its self-retaining properties. 


DRAINAGE. 


In the writer’s opinion there are four cardinal points deserv- 
ing of consideration as to the question of drainage. First, when 
to drain; second, how much drainage to use; third, its mode of 
application; fourth, the time of removal. 

In what class of cases to drain and what not to drain is an 
open question which cannot be settled by any formulated rule, 
but must depend upon the conditions encountered, and be de- 
cided by a sound judgment on the part of the operator. The gen- 
eral consensus of experience among surgeons has shown the ne- 
cessity for drainage is the exception rather than the rule formerly 
practist; he who never sees occasion for drainage is defective in 
the important element that constitutes a safe surgeon, and is prob- 
ably less deserving of trust than he who by virtue of defective dis- 
crimination drains all cases as a precautionary measure. 

As to the amount of drainage necessary to accomplish the 
desired end the training and experience of the operator alone can 
be the guide. The habit sometimes observed of crowding the en- 
tire womb full of gauze, or stitching tightly about a small drain, is 
open to special criticism in that the object aimed at is defeated 
by the method practist. The mode of application depends upon 
the area drained. In small areas the placing of narrow gauze 
strips from side to side, pushing the intestines well away to avoid 
entanglement in the folds, accomplishes the end sought. If a 
large area is to be drained a Mikulicz bag meets all the indications 
better than any other method, in that removal can be done by 
piece-meal and without pain or danger to the patient. 

Thru-and-thru drainage is a necessity in certain septic cases, 
and in the female pelvis can be resorted to per vagina with 
splendid results. 


TIME FOR REMOVAL. 


That drainage should be dispensed with as early as prudent 
no one denies. In my own experience I have thought I observed 
bad effects from its too early removal. The forcible removal of 
drainage closely agglutinated to the raw surface opens avenues 
for sepsis and subjects the patient to no small amount of pain 
and the plan above detailed obviates the difficulty and permits of 
its removal before the fifth or sixth day, when exudative pro- 
ducts make it safe by loosening it from the cut surfaces. 


SHOCK. 


Shock is a commonly expected sequence of abdominal opera- 
tions, and should always be promptly met by the most effective 
measures at our command. If in evidence during, or at the close 
of the operation, the hypodermic injection of strychnine should 
be augmented by the rectal injection of hot salt-solution and 
whiskey, or the intra-venous administration of warm deci-normal 
salt-solution before the patient leaves the table. 

A bed warmed and well appointed with dry heat should be in 
readiness for the reception of the patient upon his removal from 
the operating room. The common custom in hospital life of ele- 
vating the foot of the bed upon one or more bricks has its good 
7 4 lending the aid of gravitation to the arterial current to 
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PAIN. 


Pain is an almost invariable and expected sequence of lapa- 
rotomy. Upon its alleviation depends not only the comfort, but 
to a degree, the condition of the patient. There is no one factor 
more productive of shock and more certain of exhaustion of vital 
forces than pain, hence the importance of its relief. One or 
two hypodermics of morphine and atropine during the first twen- 
ty-four or thirty-six hours, I have allowed, and with no observed 
deleterious effect. Its use beyond this period is open to objec- 
tion, except in unusual conditions, as it certainly lowers system 
tone and probably retards the convalescence of the patient. 

NAUSEA, VOMITING AND FLATULENCE. 


Nausea, vomiting and flatulence are, and always will be an- 
noying conditions following laparotomy. Nausea resulting from 
the anesthetic will disappear with the elimination of that drug 
from the system. That from bile accumulation should be com- 
bated by broken doses of calomel, or salines when the latter are 
not refused by the somach. Flatulence is best relieved by ene- 
mas of ox-gall, glycerine and water. 


POSITION OF PATIENT. 

So long did the practice exist among surgeons of keeping the 
patient upon the back for two or three days after a celiotomy 
that nurses habitually refuse the request of the patient for a shift 
of position unless special permission be given by the surgeon. 
The rest and quiet given the nervous system by a change of po- 
sition is to my mind a factor of no mean consideration as to the 
recovery of the patient. Especially does the turning of the pa- 
tient upon the right side relieve the vomiting which persists after 
the elimination of the anesthetic by the favoring by gravity of 
the emptying of the accumulation of mucus and water in the 
greater curvature of the stomach; and in turn facilitates peristal- 
sis and the relief of flatulence. 

WATER. 


I have sometimes doubted the wisdom of the common custom 
of the denial of water for the first 12 to 20 hours following the 
operation. In several instances where patients of mine have 
gotten water in large quantities by accident, I have noted no 
untoward effects, and a similar experience has been related by 
operators of a much more extended observation. So well am I 
convinced of the probable harmlessness of satiating the demands 
of the system for water that I have determined to put it to a 
proof test in future work. 

HEMORRHAGE. 

Hemorrhage is the most serious and alarming accident that 
confronts both patient and operator in the post-operative stage in 
pelvic surgery. The promptness with which this condition must 
be met makes its immediate recognition imperative if life is to 
be saved, hence the importance of its ready differentiation from 
shock. Suddenness of onset, sudden acceleration of pulse, hur- 
ried respiration, pronounced palor, clammy skin, vertigo, unusual 
restlessness, faintness, a complaint of dimness of vision, are car- 
dinal symptoms of hemorrhage, and are not met with in their en- 
tirety in any other condition. In secondary hemorrhage two 
points demand prompt and simultaneous attention: securing the 
bleeding vessels and replenishing the depleted circulation. As 
a few minutes may determine the fate of the patient, it be- 
hoovés the surgeon under these circumstances to forego elaborate 
preparation in the removal of the patient to the operating room, 
but with speed to reopen the abdomen in bed. The intra-venous 
administration of saline solution meets the second indication and 
gives the surgeon a life saving procedure of inestimable value. 
The demonstration of its efficiency in Guy’s Hospital in 1895 
marks it as one of the brilliant achievements in suryical ad- 
vance of the last decade. 

PULSE. 

This is the barometer that indicates an approaching storm in 
the post-operative stage. A careful notation of the rapidity, and 
peculiarities, if any, should be taken in the pre-operative stage as 
a standard of comparison. An increase of pulse rate of 20 to 30 
beats, with a well retained strength and volume for some hours, 
or even for two or three days is not infrequent, and is not indi- 
cative of departure from normal convalescence; yet a gradual 
decrease in pulse rate after leaving the operating table is an un- 
doubted sign of good reaction and is always a comforting omen 
to the surgeon. On the other hand, a gradually increasing pulse 
is always a source of anxiety and should be watcht with the 
greatest carefulness. An intermittent pulse is not infrequently 
observed, and is not contra-indicative of normal convalescence, 
unless accompanied by other evidence of abnormal condition. 


TEMPERATURE. 


A slight sub-normal fall of temperature immediately after op- 
eration may result from the depressing effect of the anesthetic 


and is without dangerous significance within certain limits. The 
sudden drop of temperature below normal mark after the reac- 
tionary stage indicates either hemorrhage of depression of the 
vital forces, or shock to the danger limit. A rise of temperature 
of two to two and one-half degrees for a week or more is ob- 
served in many cases, and should not be the occasion of alarm, 
it having a probable cause in the disturbed nervous system, or 
in mild infection, which is being successfully combated by indi- 
vidual resistance. Variation of both pulse and temperature of 
an inconstant character should be measured and watcht, as to 
importance of significance, by the general condition of the pa- 
tient. Sudden high temperature, accompanied by chills or rig- 
ors or sweating, points unmistakably to some form of sepsis or 
ae and calls for careful examination and differentia- 
tion. 
NUTRITION. 


Nutrition is needful as early as is compatible with the con- 
dition of the patient. At the end of 15 to 24 hours egg albumen, 
flavored with orange or lemon-juice seems to meet the indication 
for nourishment in a large number of cases. Mutton, chicken or 
clam broth and beef-juice are grateful and tolerable to many 
patients, and may be used in alteration with albumen water. The 
unwelcomeness of milk to many palates, its unusual proneness to 
curd-formation in many stomachs following anesthesia defers (in 
the judgment of the writer), its usefulness as a dietetic measure 
until after the second day; even then, its pre-digestion is preferred. 
Nothing assists the tendency to nausea and the general distress 
of the patient more than an alimentary canal littered with undi- 
gested curds of milk. 

ILEUS. 

Ileus, altho otherwise infrequent, is not uncommon following 
certain conditions in laparotomy. The development of paroxys- 
mal griping pains coming on and gradually reaching an acme 
of intensity, followed by a restful lull, is sufficient evidence for 
suspicion of the sequela. If ileus is present nausea and distress- 
ing vomiting immediately ensues. It behooves the surgeon to 
closely watch the patient and differentiate this from atony and 
tympany of the bowels and begin measures to secure a bowel 
movement, and the possible relief of the existing conditions. 
Large doses of calomel, followed by salines or injections of soap- 
suds or oil should be immediately resorted to. These measures 
failing after a second repetition, operative measures are impera- 
tive. The obstruction located and relieved, the abdominal cavity 
should be filled with saline solution, as it probably in a meas- 
ure prevents reagglutination if adhesions were the cause. 


STITCH HOLE ABSCESS. 

Localized abdominal pain, rise of temperature, rigors or pro- 
nounced chill and ‘sweating four or five days after the operation 
should suggest the existence of this trouble. Careful physical 
examination will prove the correctness or incorrectness of this 
suspicion. The treatment is irrigation and evacuation of the 
eavity. 


PERITONITIS. 


It is not within the scope of this paper to deal with so ex- 
tensive a subject, but simply to mention the clinical forms and 
detail the differential points. What is known as traumatic or 
plastic peritonitis has a constant clinical presence; hence the im- 
portance of recognition from the septic form so far as progno- 
sis is concerned. The milder forms of traumatic peritonitis may 
exist without a symptomatology, yet the aggravated forms are 
manifested by vomiting, severe abdominal pain upon localized 
pressure, tenderness, rapid pulse, and temperature elevation of 
100 to 101 may exist and demand discrimination from the more 
violent form of peritoneal inflammation resulting from virulent 
septic infection. This is the class of cases, (traumatic peritonitis), 
which presents a clinical picture of ill-doing, which is changed to 
one of undoubted convalescence by free purgation with calomel 
and salines. 

Septic post-operative peritonitis has a different cause in the 
invasion of the system by pyogenic micro-organisms where the 
intensity and course depend upon the resistive power of the pa- 
tient and the quantity and quality of the infection. A delayed 
onset, pain of an intermittent character, the absence of tym- 
pany, (or if present enormous), intense and diffused tenderness, 
protracted vomiting, retching, the expulsion of material of intes- 
tinal odor; continuous high temperature, rapid, feeble and thready 
pulse, pincht, anxious facies, all almost unmistakable evidence ‘of 
the character and gravity of the complication present. 

The successful treatment is largely prophylactic, and has to 
do with operative technic. When the patient is not completely 


overwhelmed by the virulence and intensity of the infection, and 
death appears inevitable, reopening the abdomen and thoroly 
cleansing the cavity gives the only hope. 
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A SIMPLE METHOD OF REDUCTION AND TREATMENT 
OF COLLES FRACTURE.* 


BY HUNTER P. COOPER, M. D., ATLANTA, GA. 
Professor of Anatomy, Atlanta College of Physicians and Surgeons, Atlanta, Ga 


Next to fracture involving the ribs, statistics show that frac- 
ture of the lower end of the radius occurs oftener than that of 
any other bone. This special accident has, therefore, commanded 
probably more attention from surgical writers since it was first 
systematically described by Colles, of Dublin, in 1814, than any 
other fracture. 

It should not be mistaken for dislocation of the wrist; espe- 
cially because dislocations of the wrist are among the very rarest 
of injuries, while fracture of the lower end of the radius is one 
of the most frequent. 

Even simple fracture of this bone has brought more reproach 
on surgeons than one can well conceive of, for three reasons: 

1. It is so often unrecognized, being mistaken for a sprain 
or dislocation of the wrist; 

2. When recognized, surgeons have so often failed to reduce 
the deformity. 

3. When both recognized and properly reduced, the subse- 
quent treatment is very frequently defective. 

As a result, there are to be seen in every community rigid, 
painful and deformed wrists; stiffened and useless fingers. 

It is on account of these bad results that so much has been 
written about an apparently trivial injury, and so many curiously 
contrived splints have been fashioned. The greatest surgeons 
(including such names as Dupuytren, Nelaton, Malgaigne, Hey, 
Hamilton, Hays, Lewis, Bond and Moore) have not thought it 
unworthy to devise sundry complicated splints, each supposed to 
have some special virtue in preventing or overcoming deformity. 
The great number and variety of these splints is the best evi- 
dence that none of them have proven satisfactory. As a result, 
we have gradually gone back to simplicity of method, a sim- 
plicity based on a proper appreciation of the cause of the de- 
formity, as well as of both the anatomy and physiology of the 
parts concerned. 

The fracture is caused, almost invariably, by a fall forward, 
the violence of the fall being received by the outstretcht hands 
in a position of complete or partial extension, the lower end of 
the radius being snapt off by the impact received from the sca- 
phoid or semilunar bones; it is, therefore, easy to see that the 
lower fragment of the radius will be displaced upward and back- 
ward: this gives rise to the characteristic “silver-fork” deformity, 
with its “hump” over the dorsal and its depression over the 
palmar aspect of the lower end of the radius. This constitutes 
the deformity in its very simplest form. Now if the violence of 
the fall is sufficient, the cancellous surfaces of the two fragments 
are driven into each other, producing an impaction. As a conse- 
quence of impaction, the radius is shortened, and, therefore, the 
hand is deviated to the radial side; this causes great prominence 
of the lower end of the ulna and occasionally fracture of its 
styloid process ‘or rupture of the internal lateral ligament. Now 
as it is demanded for the proper functional activity of the wrist 
and fingers that the flexor and extensor tendons of both shall have 
free motion in their synovial sheaths, if we limit this freedom of 
motion, stiffness of hand and wrist results. 

The indications for treatment may, therefore, be formulated 
as follows: 

1. Proper reduction of deformity. ; 

2. The use of a splint which will not interfere with the free 
movement of fingers and thumb. 

8. The constant use of passive motion of wrist and fingers, 
removing the splint for this purpose almost daily. 

4. The discontinuance of the splint just as soon as bony 
union has occurred between the fragments. Union of this frac- 
ture in my experience is always complete at the end of three 
weeks. 

1. For the proper reduction of the deformity, anesthesia is 
rarely needed, except in very nervous or fractious patients. The 
surgeon should stand on the same side of the patient as that on 
which the fracture exists: he should firmly grasp the affected 
hand as if to shake hands, while an assistant holds the patient’s 
forearm just below the elbow, so as to steady the part and make 
countertraction, if necessary; the thumb of the surgeon’s disen- 
gaged hand should rest on the dorsal aspect of the lower frag- 
ment, while the fingers of the same hand rest on the palmar 
aspect of the upper fragment. While the assistant holds the fore- 
arm steady, the surgeon bends the hand backward in a position 
of forced extension in order to break up any impaction of the 
fragments. The hand is then brought back into the normal posi- 


*Abstract of paper read before the “Central of Georgia Railway” Surgeons 
Association. 


tion, strong traction being made, the surgeon’s thumb at the same 
time pressing the lower fragment downward and forward into 
proper position. As the hand is brought back from the forced 
extension, it is at the same time carried strongly to the ulnar 
side, if any deviation to the radial side exists. The process of 
reduction occupies only a moment of time, and if successful it is 
at once seen that the silver-fork deformity has disappeared. 

2. The next step is to apply the splint which has been pre- 
viously prepared. I use a simple anterior splint, shaped on the 
sound arm as a pattern. Any light soft wood will do for this pur- 
pose. The board is laid on the sound arm, and the outline of 
the forearm and carpus traced on it with a pencil; when re- 
versed, of course, it will fit the injured side. In length it should 
extend from the internal condyle of the humerus to about the 
middle of the metacarpal bones; this will leave the fingers and 
thumb freedom of motion. Common cotton is to be preferred as 
a padding for the splints, as it is much more elastic than ab- 
sorbent cotton. I fasten a small, extra pad to the splint to corre- 
spond exactly with the lower end of the upper fragment. The 
splint is then applied to the palmar surface of the forearm and 
held in place by two straps of adhesive plaster, one just below 
the elbow, and the other just exactly over the lower fragment, A 
light roller bandage is applied to assist the plaster in holding the 
splint in proper position. A triangular sling is then applied to 
the forearm, the lower edge of which should not come below the 
lower end of the splint, and the patient told to move the fingers 
and thumb frequently. 

8. The bandage should be removed daily for the first week in 
order to permit inspection of the parts, and at this time the ad- 
hesive strips can be loosened or tightened as necessary. Light 
massage of the fingers, hand and forearm at the daily change of 
the bandage gives the patient great comfort. After the first week 
the splint should be entirely removed every two days to permit 
of passive motion and massage; during such a treatment the fore- 
arm should rest on a firm pillow in the patient’s lap. 

4. At the end of twenty-one days the splint is entirely given 
up, the arm worn in a sling for about a week longer, and sys- 
tematic passive motion applied to fingers, thumb and wrist. The 
patient during the fourth week is encouraged to use fingers and 
hand in grasping and manipulating light objects. 

I have used the method just described in a very extensive ex- 
perience with this fracture, extending back to 1883. So far as I 
know, there is no work on surgery or fractures which contains 
any similar description. The nearest approach to this method is 
to be found in Warren and Gould’s “International Text-Book of 
Surgery.” I first learned the essentials of it from Dr. Robert 
Abbe in the New York Hospital out-patient department in 1882, 
and after a test of nearly twenty years I can truly say I have 
never treated any other fracture with such uniformly perfect 
results. 


ANALYSIS OF 387 CONSECUTIVE CELIOTOMIES.* 


BY WILLIAM B. DEWEES, M. D., LL. D., SALINA, KANSAS, 
Vice-President (for Kansas) First Pan-American Medical Congress; Ex-Presi- 
dent, Golden Belt Medical Society of Kansas; Member, American Medical 
Association; Chief Surgeon of the Dewees Sanatorium. 


Advancement in abdominal surgery has been made very slow- 
ly indeed. Year after year, from point to point, and often with 
painful retracings of disappointed steps, have added to our gen- 
eral fund of knowledge the essentials requisite to success. Diag- 
nosis, anethesia, asepsis, antisepsis, drainage, minute technic, 
suggestion, ante- and post-operative care of the patient, and even 
anatomy and pathology, have each in turn markt a revolutionary 
epoch, as essetials requisite to good judgment and the best results. 
Faith in practical work is the surgeon’s creed. No theory is 
worthy of acceptation till its practical working has fully demon- 
strated its merits in lessening suffering and in saving or pro- 
longing human life. What we must do to obtain the best re- 
sults is fhe great business of us all to know. Under all circum- 
stances, judgment is more essential to a surgeon than courage. 
Surgery is a process of subtraction—not of addition—and the best 
Surgery sacrifices the least tissue possible; hence good judgment 
is paramount in surgery. 

This is my twenty-fifth year of continuous labor at the bed- 
side. The first fifteen years of my professional career were de- 
voted to the duties of a general practice in city and country. 
After that I began to give special attention to surgical work, with 
a view to fit myself for this line of work only. It is now five 
years since my private hospital in Salina was inaugurated, and 
during this time I have given most of my attention to consultation 
and operative work. I desire in this connection, to publicly thank 
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the members of the profession in central and western Kansas 
who have so largely favored me with their confidence and patron- 
age during these five years. 

I have made in all 694 surgical operations, of which 387 were 
abdominal sections, or celiotomies. By the term celiotomy I 
mean any surgical opening of the abdominal cavity, whether made 
thru the wall of the abdomen or the vault of the vagina. Of 
these 387 celiotomies, 274 were made in the hospital and 113 in 
the homes of the patients. There occurred in all 14 deaths—6 
in the hospital and 8 outside—a mortality rate of a little over 2 
per cent in the hospital and a little less than 7 per cent out of 
the hospital, giving practically 5 per cent in favor of hospital work 
and care. By formulating my records of these operations I am 


septic invasion, the best results were obtained where the uterus 
was removed also. When the uterus was left and curetment of 
the endometrium made, convalescence was invariably protracted 
and in most cases the retained septic uterus proved a nidus for 
subsequent septico-pyemia. In all non-septic and non-cancerous 
diseased conditions of the tubes and ovaries I have endeavored 
to be conservative—to save all healthy tissue possible—with the 
most gratifying results. Thus in same cases of ptosis of the ova- 
ries (with or without ptosis of the womb), bound down by ad- 
hesions, where formerly the tubes and ovaries were sacrificed, it 
-is found to be sufficient to simply free the adhesions and replace 
these organs, and if need be to maintain them by surgical fixa- 
tion. Simple cysts of the ovaries I have excised and sutured 


Figure 1. Specimens of Tubes and Ovaries. 


enabled to present the following resume thereof: 


Salpingo-oophorectomies ..... 122 
Shortening Round Ligaments ....... ....... 14 
Amputation of Cecum ..... 1 
Intestinal Operations ........ 22 
Removing uterine and other tumors........ 27 
Hernio-celiotomies (radical) .... .......... 
Drainage-celiotomies ..... .. CCE 32 
Abandoned as inoperable ........ ......-6- 12 


SALPINGO-OOPHORECTOMIES. 


Experience in this series of celiotomies, has brought no more 
gratifying results, than those following the operations on the 
tubes and ovaries. Cystic degenerations and septic invasion of 
these organs are more frequent than is generally supposd. The 
specimens shown by figure 1 taken from my collection, are good 
illustrations of these pathologic conditions. The variable symp- 
toms caused by these pathologic factors are too often mistaken 
for other disorders. There remains no longer any doubt but 
that a very large percentage of the nervous disturbances in women 
are primarily caused by the diseased conditions of these organs. 
When both tubes and ovaries had to be sacrificed on account of 


the wound in the ovary with fine catgut, with good results. 


EXTRA-UTERINE PREGNANCIES. 

Of these I have encountered five cases in all: Two ruptured 
and three non-ruptured. Both ruptured cases I saw within 24 
hours after the accident occurred. Prompt surgical interference 
by removal of the tube and ovary in all the five cases resulted 
in good recoveries. These five cases are therefore promptly in- 
cluded in the foregoing list of salpingo-oophorectomies, of which 
there were 122, with 7 deaths. 


HYSTERECTOMIES. 

I have removed the uterus 21 times without a death, 7 times 
by abdominal, 5 times by vagino-abdominal, and 9 times by va- 
ginal celiotomy. In 7 cases for cancer, in 10 cases for septic 
conditions, demanding also the removal of the tubes and ovaries, 
and in 2 cases for ptosis of the uterus. From this experience I 
am convinced that the vaginal route is by far better for all cases 
with non-adherent uterus. 

SHORTENING ROUND LIGAMENTS. 


These 14 cases were carefully selected typical cases for this 
procedure: The uterus retro-displaced to an extreme degree freely 
moveable and non-septic. The operation selected was the Alexan- 
der-Adams, and in some cases modifications thereof. These cases 
were all under observation for 2 years or more after the opera- 
tion. They were all restored for a time, varying from 1 to 2 
years, after which all but 4 relapst to their former condition. 
Whether this came about by a giving away of the fixation or by 
elongation of the ligaments I am not prepared to answer. No 
pregnancy followed any of these operations. 

HYSTEROPEXIES. 


By the term hysteropexy I mean ventro-fixation, or ventro- 
suspension, of the uterus. Fixation of the uterus to the anterior 
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wall of the abdomen I have made only in cases who have past 
the menopause and where uterine displacement continued after 
freeing adhesions or removal of both tubes and ovaries; ventro- 
suspension being reserved for all cases where correction of a 
retro-displaced uterus was desired and where the functions of 
the tubes and ovaries were preserved, and where adhesions ex- 
isted. I made 15 ventro-suspensions and 7 ventro-fixations of 
the uterus. A careful observation of these cases for 2 or more 
years after the operation, in comparison with the cases where 
I had shortened the round ligaments, convinces me that hystero- 
pexy gives far better permanent results. There occurred only 3 
relapses in the 22 hysteropexies. 
APPENDECTOMIES. 

Altogether I have diagnosed 59 cases of appendicitis, in 
which I afterwards operated. In 49 I removed the appendix, in 9 
I found appendiceal abscess with appendix destroyed, and in 1 
abscess of the cecum. There occurred 8 deaths in this series of 
59 operations, figure 2, figure 3 and figure 4, illustrate the 3 most 
remarkable cases encountered in this series. 


Figure 2. 


Figure 2 illustrates the case of a boy 3 years and 9 days old, 
when I operated on him for relief of appendicitis. This is the 
youngest child on record (of which I have any knowledge), op- 
erated on successfully for appendicitis. The boy was playing 
with several older brothers, when one of them in throwing a 


stone hit him in the lower right side of the belly. Several hours 
later he began complaining of pain in that region, quit playing ! 


way between anterior spine of ilium and umbilicus. I diagnosed 
traumatic appendicitis. Ordered iced cloths applied externally 
over seat of pain, and a laxative water to be given at intervals of 
half an hour till free catharsis ensued, and to withhold all food. 
Eight hours later I saw the case again, and found all the symp- 
toms increasing except free action of bowels. I advised imme- 
diate operation, to which the parents assented. The child was 
immediately brought to my hospital and the operation made about 
36 hours after the accident occurred. The appendix was found 
to be about 3 inches long, swollen to three times its normal thick- 
ness and in an active inflammatory condition. I removed the 
appendix, closed the abdomen and on the eighth day after the op- 
eration, the boy was taken home with wound well healed. 


Figure 3, 


Figure 3 illustrates a case of Dr. E. W. Hawthorne, New 
Cambria, Kan. A woman 42 years old, mother of 5 children, 
who as the wife of a farmer, always had been a hard worker, 
and had had good health. After attending her thru a seige of 
typhoid fever for eight weeks, Dr. Hawthorne discovered a 
fluctuating tumor in the lower right side of her abdomen. Dr. 
W. P. Smith, of Salina, Kan., in consultation with Dr. Haw- 
thorne, agreed upon the diagnosis of intra-abdominal abscess. In 
consultation later with both physicians I concurred in the diag- 
nosis, adding that in my opinion it was an appendiceal abscess. 
The tumor was located so low in the abdomen as to extend well 
under Poupart’s ligament and not exceeding 3 inches above it in 
outline. This made its probable origin the more uncertain. We 
proceeded at once to operate. I made the incision parallel with 
Poupart’s ligament as shown in the cut, and after liberating about 
a pint of pus, found ptosis of the cecum with the appendix partly 
slought off in the abscess cavity which was walled off from the 
abdominal cavity as is common in appendiceal abscess. To es- 
tablish perfect drainage from the bottom of the abscess cavity 1 
was obliged to cut thru and place the gauze drain from under 
Poupart’s ligament as shown in cut. I then closed the incision 
above with interrupted silk worm gut sutures, which healed read- 
ily. The gauze was removed, the cavity irrigated with hot salt 
solution daily and the drain replaced. The case made an unin- 


Figure 4. 


and wanted to lie down to rest. The parents tried in vain for 
24 hours to make the child comfortable, when I was called to 
see the case. I found the boy with coated tongue, inactive bow- 
els, temperature 104, legs drawn up and pincht countenance. 
There was no perceptible swelling of abdomen, but muscles of 
right side were rigid and localized pain on pressure about mid- 


terrupted recovery in about eight weeks and has so continued 


now for about 4 years. 


Figure 4 shows the amputated cecum containing two entero- 
liths with nuclei of biliary calculi, Mrs. C—, aged 56, mother 
of 4 children, wife of a farmer in Ellsworth County, Kan., in ill 
health over 30 years, began being taken sick suddenly with agoniz- 
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ing pain in stomach, radiating toward right side border of ribs, 
which yielded only after taking large doses of opium. This was 
followed immediately by intense jaundice of entire body. Since 
then she was confined to bed at 33 different times from what the 
doctors called “inflammation of the bowels,” lasting from 3 to 10 
days. For the last 25 years she remembers distinctly of having 
been a sufferer continuously with a peculiar swelling in the 
lower right side of abdomen, which would form during the day 
and pass away during the night, followed in the morning by about 
a teacupful of pus passing off with evacuation of the bowels. 
Whenever it came to pass that she failed to be thus relieved in 
the morning, she would become sick and confined to the bed till 
the pus again past by the bowel as before, which brought relief. 
At the time I was called, she had had the longest siege ever ex- 
perienced, being confined to bed over 3 weeks, and no pus pass- 
ing. I found the tongue very thickly coated, profound hectic, 
pulse 130 to 140, temperature 105, bowels inactive, urine scant and 
loaded with albumen and abdomen distended, with fluctuating 
tumefaction in lower right side. In opening the abdomen I car- 
ried the incision direct into the abscess cavity and after liberating 
no less than 8 quarts of foul smelling pus, found the cecum per- 
forated in its interior wall thru which two enteroliths were 
seen as shown in the cut. I broke up all adhesions, liberated and 
amputated the cecum close to the ileo-cecal valve, closing up the 
end of the colon with a double row of Lambert sutures, and 
placed a gauze drain. The case made an uninterrupted re- 
covery in 9 weeks. The enteroliths were found upon analysis to 
contain biliary calculi as nuclei. It is evident that the biliary 
calculi past during the first attack of sickness over 30 years ago, 
and lodging in the cecum became the nuclei for the enteroliths, 
which as they became enlarged finally perforated the interior 
wall of the cecum by friction, whence the abscess followed, with 
its peculiar phenomena fully explainable. 
INTESTINAL OPERATIONS. 

‘Of these 22 operations there were 7 enterorrhaphies for stab 
and gun shot wounds, 4 intussusception in children from 4 months 
to 6 years of age, 2 cases of volvulus in the sigmoid flexure of 
the colon in men aged 27 and 82 respectively, 3 obstructions, 1 
from adhesions, 2 from Meckel’s diverticulum, 2 enterectomies for 
cancer, and 4 of anastomosis. There were 2 deaths in this series. 

FREEING ADHESIONS. 

Under this head I include only those cases where nothing was 
required but the breaking up of adhesions. 5 involved the uterus 
only, 3 the uterus and ovaries, 3 the uterus, ovaries and bowels, 
and 4 uterus, ovaries, bowels and bladder. Recovery occurred 


in all cases. 
CHOLECYSTOTOMIES. 

There were 12 cases in which I opened the gall-bladder for 
the removal of gall-stones. Of these 10 were correctly diag- 
nosed before operating. The largest number of gall-stones re- 
moved from one case was 437. There resulted 1 death. 

REMOVING UTERINE AND OTHER TUMORS. 

Of the 27 tumors removed from the abdomen, 18 were from 
the uterus, 5 from the ovaries, 2 from the spleen and 2 were of 
mesenteric origin. No deaths. The most remarkable case in 
this series is illustrated in figure 5. 


age—one year after her last childbirth—when she noticed a swell- 
ing in her lower abdomen, on right side,which gradually enlarged, 
causing little suffering aside from the anxiety of its presence and 
the inconvenience from its size. She past the menopause at 49 
years of age. For 10 years she sought in vain for relief with 
numerous physicians, after which she resigned herself to the in- 
evitable, and for 18 years was confined to her bed. At the solici- 
tation of friends I saw the case on December 27, 1900, and found 
her in a pitiable, helpless condition, absolutely confined to her 
bed, with abdomen enormously distended measuring over 6 
feet around, while the rest of her body was emaciated to the 
semblance of a famine stricken subject in India. I diagnosed 
an ovarian cystoma, and advised an operation for her relief, which 
was readily assented to by herself and husband. Two days later, 
after due preparation, with the assistance of Dr. J. W. Neptune, 
of Salina, Dr. G. E. Bush of Geneseo, my son, Wm. Geo. Dewees, 
and L. Rash, of Salina and Dr. Gaily and Mr. Robert Solberg of 
Marquette, I removed 16% gallons—by actual measurement—of 
creamy looking fluid, which weighed 139 pounds. It was esti- 
mated that the sac of the tumor weighed 10 pounds, thus the 
tumor with entire contents weighed 149 pounds, while the woman 
without the tumor was estimated to weigh not exceeding 65 
pounds. It iookt more like having taken the woman from the 
tumor than the tumor from the woman. She made a prompt and 
good recovery from the operation, but never regained sufficient 
strength to leave her bed alone. Her condition rather continued to 
be that of chronic wasting or inanition, from which she died 
about three months later. 


NEPHROTOMIES. 


There were three cases of stone in the kidney, correctly diag- 
nosed and calculi removed with good recoveries. 


NEPHROPEXIES. 


Ten cases of floating kidney were correctly diagnosed and 
successfully fastenedd by buried silk-worm gut. 


CYSTORRHAPHY. 


One case of ruptured bladder from horse kick in lower abdo- 
men, was brought to my hospital and immediately a celiotomy 
done to suture the rent in the bladder. The case progrest very 
favorably for two weeks, when the young man was allowed to 
sit up out of bed. A few hours later the wound in the bladder 
was again ruptured,the patient was placed on the operating table 
within an hour afterward, the abdomen reopened and the bladder 
sutured the second time. The young man made a complete re- 
covery. 


LITHOTOMIES. 


I removed cystic calculi in three cases, and prostatic calculi 
in one case, by supra-pubic celiotomy. All recovered but the case 
with prostatic-calculi, which died the third day after the opera- 
tion. This case was an old man about 80, who had been operated 
on at Kingfisher, Okla., for removal of stones in the bladder over 
a year before, but the fistula from a supra-pubic incision having 
¢losed no urine could pass from the urethra on account of some 
insurmountable obstruction, necessitating prompt surgical aid. I 
found two prostatic calculi which I removed, and which were 
evidently overlookt in the first operation. 


Figure 5. 


Figure 5 shows an enormous ovarian cystoma; before and af- 
ter removal. Mrs. M-——, aged 71, mother of 7 children, wife of 


ORCHIDECTOMIES. 
Of the 9 orchidectomies, three were for sarcona, four for trau- 


a farmer in McPherson County, Kan., was afflicted with this tu-| matic gangrene and two for tuberculosis. All recovered without 
mor for over 28 years. She had had good health till 43 years of | any bad symptom. 
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wall of the abdomen I have made only in cases who have past 
the menopause and where uterine displacement continued after 
freeing adhesions or removal of both tubes and ovaries; ventro- 
suspension being reserved for all cases where correction of a 
retro-displaced uterus was desired and where the functions of 
the tubes and ovaries were preserved, and where adhesions ex- 
isted. I made 15 ventro-suspensions and 7 ventro-fixations of 
the uterus. A careful observation of these cases for 2 or more 
years after the operation, in comparison with the cases where 
I had shortened the round ligaments, convinces me that hystero- 
pexy gives far better permanent results. There occurred only 3 
relapses in the 22 hysteropexies. 
APPENDECTOMIES. 

Altogether I have diagnosed 59 cases of appendicitis, in 
which I afterwards operated. In 49 I removed the appendix, in 9 
I found appendiceal abscess with appendix destroyed, and in 1 
abscess of the cecum. There occurred 8 deaths in this series of 
59 operations, figure 2, figure 3 and figure 4, illustrate the 3 most 
remarkable cases encountered in this series. 


Figure 2. 


Figure 2 illustrates the case of a boy 3 years and 9 days old, 
when I operated on him for relief of appendicitis. This is the 
youngest child on record (of which I have any knowledge), op- 
erated on successfully for appendicitis. The boy was playing 
with several older brothers, when one of them in throwing a 
stone hit him in the lower right side of the belly. Several hours 
later he began complaining of pain in that region, quit playing 


way between anterior spine of ilium and umbilicus. I diagnosed 
traumatic appendicitis. Ordered iced cloths applied externally 
over seat of pain, and a laxative water to be given at intervals of 
half an hour till free catharsis ensued, and to withhold all food. 
Eight hours later I saw the case again, and found all the symp- 
toms increasing except free action of bowels. I advised imme- 
diate operation, to which the parents assented. The child was 
immediately brought to my hospital and the operation made about 
36 hours after the accident occurred. The appendix was found 
to be about 3 inches long, swollen to three times its normal thick- 
ness and in an active inflammatory condition. I removed the 
appendix, closed the abdomen and on the eighth day after the op- 
eration, the boy was taken home with wound well healed. 


Figure 3. 


Figure 3 illustrates a case of Dr. E. W. Hawthorne, New 
Cambria, Kan. A woman 42 years old, mother of 5 children, 
who as the wife of a farmer, always had been a hard worker, 
and had had good health. After attending her thru a seige of 
typhoid fever for eight weeks, Dr. Hawthorne discovered a 
fluctuating tumor in the lower right side of her abdomen. Dr. 
W. P. Smith, of Salina, Kan., in consultation with Dr. Haw- 
thorne, agreed upon the diagnosis of intra-abdominal abscess. In 
consultation later with both physicians I concurred in the diag- 
nosis, adding that in my opinion it was an appendiceal abscess. 
The tumor was located so low in the abdomen as to extend well 
under Poupart’s ligament and not exceeding 3 inches above it in 
outline. This made its probable origin the more uncertain. We 
proceeded at once to operate. I made the incision parallel with 
Poupart’s ligament as shown in the cut, and after liberating about 
a pint of pus, found ptosis of the cecum with the appendix partly 
slought off in the abscess cavity which was walled off from the 
abdominal cavity as is common in appendiceal abscess. To es- 
tablish perfect drainage from the bottom of the abscess cavity 1 
was obliged to cut thru and place the gauze drain from under 
Poupart’s ligament as shown in cut. I then closed the incision 
above with interrupted silk worm gut sutures, which healed read- 


ily. The gauze was removed, the cavity irrigated with hot salt 
solution daily and the drain replaced. The case made an unin- 
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Figure 4. 


and wanted to lie down to rest. The parents tried in vain for 
24 hours to make the child comfortable, when I was called to 
see the case. I found the boy with coated tongue, inactive bow- 
els, temperature 104, legs drawn up and pincht countenance. 
There was no perceptible swelling of abdomen, but muscles of 
right side were rigid and localized pain on pressure about mid- 


terrupted recovery in about eight weeks and has so continued 
now for about 4 years. 

Figure 4 shows the amputated cecum containing two entero- 
liths with nuclei of biliary calculi. Mrs. C—, aged 56, mother 
of 4 children, wife of a farmer in Ellsworth County, Kan., in ill 
health over 30 years, began being taken sick suddenly with agoniz- 
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ing pain in stomach, radiating toward right side border of ribs, 
which yielded only after taking large doses of opium. This was 
followed immediately by intense jaundice of entire body. Since 
then she was confined to bed at 33 different times from what the 
doctors called “inflammation of the bowels,’ lasting from 3 to 10 
days. For the last 25 years she remembers distinctly of having 
been a sufferer continuously with a peculiar swelling in the 
lower right side of abdomen, which would form during the day 
and pass away during the night, followed in the morning by about 
a teacupful of pus passing off with evacuation of the bowels. 
Whenever it came to pass that she failed to be thus relieved in 
the morning, she would become sick and confined to the bed till 
the pus again past by the bowel as before, which brought relief. 
At the time I was called, she had had the longest siege ever ex- 
perienced, being confined to bed over 3 weeks, and no pus pass- 
ing. I found the tongue very thickly coated, profound hectic, 
pulse 130 to 140, temperature 105, bowels inactive, urine scant and 
loaded with albumen and abdomen distended, with fluctuating 
tumefaction in lower right side. In opening the abdomen I car- 
ried the incision direct into the abscess cavity and after liberating 
no less than 8 quarts of foul smelling pus, found the cecum per- 
forated in its interior wall thru which two enteroliths were 
seen as shown in the cut. I broke up all adhesions, liberated and 
amputated the cecum close to the ileo-cecal valve, closing up the 
end of the colon with a double row of Lambert sutures, and 
placed a gauze drain. The case made an uninterrupted re- 
covery in 9 weeks. The enteroliths were found upon analysis to 
contain biliary calculi as nuclei. It is evident that the biliary 
calculi past during the first attack of sickness over 30 years ago, 
and lodging in the cecum became the nuclei for the enteroliths, 


which as they became enlarged finally perforated the interior | 
wall of the cecum by friction, whence the abscess followed, with 


its peculiar phenomena fully explainable. 
INTESTINAL OPERATIONS. 

‘Of these 22 operations there were 7 enterorrhaphies for stab 
and gun shot wounds, 4 intussusception in children from 4 months 
to 6 years of age, 2 cases of volvulus in the sigmoid flexure of 
the colon in men aged 27 and 32 respectively, 3 obstructions, 1 
from adhesions, 2 from Meckel’s diverticulum, 2 enterectomies for 
cancer, and 4 of anastomosis. There were 2 deaths in this series. 

FREEING ADHESIONS. 

Under this head I include only those cases where nothing was 
required but the breaking up of adhesions. 5 involved the uterus 
only, 3 the uterus and ovaries, 3 the uterus, ovaries and bowels, 
and 4 uterus, ovaries, bowels and bladder. Recovery occurred 


in all cases. 
CHOLECYSTOTOMIES. 

There were 12 cases in which I opened the gall-bladder for 
the removal of gall-stones. Of these 10 were correctly diag- 
nosed before operating. The largest number of gall-stones re- 
moved from one case was 437. There resulted 1 death. 

REMOVING UTERINE AND OTHER TUMORS. 

Of the 27 tumors removed from the abdomen, 18 were from 
the uterus, 5 from the ovaries, 2 from the spleen and 2 were of 
mesenteric origin. No deaths. The most remarkable case in 
this series is iNustrated in figure 5. 


age—one year after her last childbirth—when she noticed a swell- 
ing in her lower abdomen, on right side,which gradually enlarged, 
causing little suffering aside from the anxiety of its presence and 
the inconvenience from its size. She past the menopause at 49 
years of age. For 10 years she sought in vain for relief with 
numerous physicians, after which she resigned herself to the in- 
evitable, and for 18 years was confined to her bed. At the solici- 
tation of friends I saw the case on December 27, 1900, and found 
her in a pitiable, helpless condition, absolutely confined to her 
bed, with abdomen enormously distended measuring over 6 
feet around, while the rest of her body was emaciated to the 
semblance of a famine stricken subject in India. I diagnosed 
an ovarian cystoma, and advised an operation for her relief, which 
was readily assented to by herself and husband. Two days later, 
after due preparation, with the assistance of Dr. J. W. Neptune, 
of Salina, Dr. G. E. Bush of Geneseo, my son, Wm. Geo. Dewees, 
and L. Rash, of Salina and Dr. Gaily and Mr. Robert Solberg of 
Marquette, I removed 16% gallons—by actual measurement—of 
creamy looking fluid, which weighed 139 pounds. It was esti- 
mated that the sac of the tumor weighed 10 pounds, thus the 
tumor with entire contents weighed 149 pounds, while the woman 
without the tumor was estimated to weigh not exceeding 65 
pounds. It lookt more like having taken the woman from the 
tumor than the tumor from the woman. She made a prompt and 
good recovery from the operation, but never regained sufficient 
strength to leave her bed alone. Her condition rather continued to 
be that of chronic wasting or inanition, from which she died 
about three months later. 


NEPHROTOMIES. 


There were three cases of stone in the kidney, correctly diag- 
nosed and calculi removed with good recoveries. 


NEPHROPEXIES. 


Ten cases of floating kidney were correctly diagnosed and 
successfully fastenedd by buried silk-worm gut. 


CYSTORRHAPHY. 


One case of ruptured bladder from horse kick in lower abdo- 
men, was brought to my hospital and immediately a celiotomy 
done to suture the rent in the bladder. The case progrest very 
favorably for two weeks, when the young man was allowed to 
sit up out of bed. A few hours later the wound in the bladder 
was again ruptured,the patient was placed on the operating table 
within an hour afterward, the abdomen reopened and the bladder 
sutured the second time. The young man made a complete re- 
covery. 


LITHOTOMIES. 


I removed cystic calculi in three cases, and prostatic calculi 
in one case, by supra-pubic celiotomy. All recovered but the case 
with prostatic-calculi, which died the third day after the opera- 
tion. This case was an old man about 80, who had been operated 
on at Kingfisher, Okla., for removal of stones in the bladder over 
a year before, but the fistula from a supra-pubic incision having 
Glosed no urine could pass from the urethra on account of some 
insurmountable obstruction, necessitating prompt surgical aid. I 
found two prostatic calculi which I removed, and which were 
evidently overlookt in the first operation. 


Figure 5. 


Figure 5 shows an enormous ovarian cystoma; before and af- 
ter removal. Mrs. M——, aged 71, mother of 7 children, wife of 
a farmer in McPherson County, Kan., was afflicted with this tu- 


ORCHIDECTOMIES. 


Of the 9 orchidectomies, three were for sarcona, four for trau- 
matic gangrene and two for tuberculosis. All recovered without 


mor for over 28 years. She had had good health till 43 years of any bad symptom. 
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HERNIO-CELIOTOMIES. 


Of these 13 cases of hernia, there were 3 strangulated in- 
guinal, 2 femoral, 5 inguinal and 3 umbilical. In all an attempt for 
a radical cure proved successful. 


DRAINAGE-CELIOTOMIES. 


I made in all 32 celiotomies for drainage, 9 for appendiceal 
abscess, 1 for abscess of cecum and 22 posterior colpotomies for 
pelvic abscess. 

ABANDONED AS INCURABLE. 

Of the 12 operations abandoned as incurable, 7 were cancer 
of the womb, 4 cancer of the stomach and bowels, and 1 cancer 
of spleen. 

PREPARATION. 

A word with regard to preparation and I am done. To begin 
right and to work right, is the best course to a right end. The 
first siep to a right beginning is an intelligent diagnosis; if this 
is surgical, then our next duty is to get the consent of the pa- 
tient. This obtained, we proceed to the preparation of the pa- 
tient and all that pertains to the operation. Experience teaches that 
needless delay for operating is a potent factor to high mortality, 
and, that economy of time is an important element to low mortali- 
ty. This argues conclusively in favor of operating early.Therefore, 
when the decision for an operation obtains, it is best to perform 
it as soon as possible. To most patients, the psychic element—the 
idea that at a fixt time in the future they must submit to a hor- 
rible surgical ordeal—is very depressing to their nervous system, 
which increases in intensity as the delay is prolonged. This 
hangs over them like a veritable sword of Damocles, absorbing 
their mind by day and causing them dreams by night, with the 
inevitable result of depressing the nervous system and disturbing 
nutrition. The practice of sending patients away to the sea 
shore, the country, or fashionable health resorts, to recuperate 
looks well theoretically, but practically has proved an inevitable 
failure, since experience teaches that the psychic element—this 
tdea of having to submit to an operation upon their return— 
haunts them to failure of the purpose sought. 

Barring emergency cases, the patient should be received in the 
hospital from one to three days prior to the day of operation. 
This affords ample time for all requisite preparation. The pa- 
tient being received in the hospital, say about noon, the nurse 
is ordered to collect and measure the urine past, to note tempera- 
ture, pulse, ete., to administer a saline laxative so that the bowels 
will be emptied before bed time, and to give a tub bath and place 
the patient in clean linens in a clean bed before retiring for the 
night. If the analysis of the urine is favorable and no other 
negative condition exists, the patient is ready for operation the 
following day. But when the analysis of the urine indicates in- 
sufficient renal action, it is better to defer for one or two days 
longer, to allow of taking plenty of water and increast kidney 
action, when the operation may be begun with more confidence. 
I know nothing of equal importance and so generally overlookt 
in surgical operations as insufficient renal secretion. Next in 
importance is the proper evacuation of the bowels. The bowels 
should be emptied as mildly as possible. The practice of re- 
sorting to excessive catharsis is wrong, because it too often results 
in exhausting an already debilitated system and deficient post-op- 
erative peristaltic action. It appears that this practice of vigor- 
ous catharsis came into vogue with the idea of making the intes- 
tinal canal aseptic, which is fallacious, to say the least. The in- 
testinal canal, more especially the colon, is the sewer of the body, 
and the idea of making a sewer aseptic is absurd. All that can 
be accomplisht for good is to secure a cleaning out at intervals 
sufficient to prevent the formation and absorption of ptomaine 
products. This is best accomplisht, in my experience, by the 
use of laxative waters. 

After the patient is placed in bed for the night, as before 
stated, the field of operation is carefully and thoroly scrubbed 
with soap and hot water, then dried and sponged off with benzine 
or ether, after which a compress of gauze moisture with tincture 
of green soap is placed over it and retained by a bandage, which 
is not removed till after the patient is brought on the operating 
table. Here the field of operation is invariably gone over again 
thoroly with tincture of green soap, hot water and brush, dried 
and sponged off with benzine or ether and alcohol in the begin- 
ning of the operation. The hands of the operator, assistants, and 
nurses all having been previously cleaned in like manner are 
now again required to do so. The heads are protected with ster- 
ile gauze or caps as I regard the exfoliations from the scalp as 
a dangerous source of infection. Rubber gloves are regarded by 
me only as a means to prevent infection of the surgeon’s hands 
in septic cases—otherwise to be despised. Carefully close trim- 
ming of the nails and fifteen minutes of constant scrubbing with 
tincture of green soap and hot water, frequently renewed, and 


followed by immersion in benzine and alcohol, is regarded by me 
as the best basis for clean hands. To preserve the hands asep- 
tic during the operation it is well to frequently rinse the hands 
in hot sterile water. As to time in operating, rash haste is bad; 
and unnecessary waste of time is equally so. Every moment a 
patient is under the anesthetic is a waste of vitality, therefore 
cautious speed is praiseworthy and demanded. Operating quick- 
ly is frequently mistaken for operating in a hurry. The surgeon 
may operate in haste, but he should never be in a hurry. De- 
liberation, good ———- and completeness are the true aims of 
the honest surgéon. The chief characteristic to be noticed in 
watching the master operator, is the apparent indifference to ev- 
erything save completeness. As to the selection of the anesthetic 
I employ chloroform in all my work. Using a pure article and 
given carefully and intelligently, with normal supply of fresh 
air at all times, it has proven eminently satisfactory in my hands. 
Finally I will call your attention to suggestion, which I believe to 
be a means of great aid when made use of prior to the admin- 
istration of the anesthetic. 


IODOFORM SUBSTITUTES IN SURGERY. 


BY ALFRED ROULET, M. D., ST, LOUIS. 

Assistant Surgeon St. Mary’s Infirmary, Lecturer on Physiolo: and Demon- 
strator of Clinical Microscopy, Beaumont Hospital Medical College; 
Fellow St. Louis Academy of Medical and Surgical Sciences; 

Member Medical Association of Missouri. 


Of the almost innumerable antiseptics used in the treatment 
of wounds, iodoform is probably the best known and the most 
valuable from a therapeutic point of view. Unfortunately its ob- 
jectionable features are so numerous and so pronounced as to 
render invaluable the possession of a satisfactory substitute. The 
odor of iodoform is peculiarly penetrating and so exceedingly dis- 
agreéable to a very desirable class of patients that they will not 
only strenuously object to, but will often positively refuse to 
permit its use. To another class it is objectionable because of 
its association in their minds with lesions of a venereal origin. 
Its use is not altogether free from danger, there being many cases 
of iodoform poisoning on record. The very old, the very young, 
the anemic, and the cachetic are especially susceptible, tho even 
the most vigorous may show an idiosyncrasy toward the drug, and 
its use, even in the smallest quantities, may be attended by se- 
rious toxic manifestations. In my own experience there have 
been two cases in which very unpleasant symptoms developt as 
the result of the local use of iodoform. 

As the result of these various objectionable features, I began 
experimenting with different preparations recommended as substi- 
tutes for iodoform. Bismuth subiodide was tried and found 
practically worthless, its only advantage being absence of odor. 
Patients objected to it in no measured terms both because of its 
irritating qualities and the fact that it stained their garments. 

Aristol, which was next employed, proved to be a very fair 
substitute in many particulars, but it was not nearly so active, 
thérapeutically, as iodoform. Its advantages are numerous: It 
is odorless, non-irritating, slightly anesthetic, and, as far as I 
am able to judge, devoid of all toxic effects. In the treatment 
of leg ulcers and tertiary syphilitic lesions I have found it to be 
of considerable value. In the treatment of venereal ulcers it is 
decidedly inferior to iodoform, tho not by any means valueless. 
It may be used in any case where iodoform is indicated with the 
expectation of deriving beneficial results. 

Iodol was next employed. This is a shining, crystalline pow- 
der of a yellowish-brown color, tasteless and practically odorless. 
Its action is rather more pronounced than that of aristol, and it 
is a little more likely to produce untoward symptoms. My expe- 
rience with it has not been very extensive, having been limited 
to two or three varicose ulcers, a case of tubercular laryngitis, 
two cases of suppurating inguinal adenitis, and two or three 
cases of venereal ulcers. An unfortunate disproportion between 
the cost of iodol and the size of my income prevented further ex- 
perimentation. 

Europhen was next tried; and of all the substitutes I believe 
it to be the most promising. It is a fine impalpable powder of 
a duli-yellowish color, and a faintly-saffron odor. In the dry 
state it will keep indefinitely, but it is slowly decomposed by 
moisture with the liberation of free iodine, of which it is said to 
contain about 28 per cent. It is incompatible with starch, the 
salts of mercury and the metallic oxides. While it is apparently 
much more expensive than iodoform, in point of fact the cost is 
about the same; the europhen being much lighter and rather more 
adhesive, a given quantity will cover a surface four or five times 
as large as will iodoform. Its antiseptic properties are developt 
under the same conditions, and its therapeutic action is practically 
identical with that of iodoform. 


Among the cases in which I have used europhen may be 
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nientioned five cases of chronic endometritis, where curettage was 
refused, and one case of acute septic and one case of chronic en- 
dometritis after curettage; five cases of suppurating inguinal 
adenitis' one suppurating umbilicus; one infected wound of the 
hand, one lacerated wound of the foot; three venereal ulcers; and 
several burns. I have also used it as a protective on aseptic 
wounds before applying the gauze dressing in two perineorrha- 
phies, in several operations for the removal of small tumors, and 
in a large number of incised wounds of the face, scalp and ex- 
tremities. 

In the treatment of sub-acute or chronic endometritis euro- 
phen is of the greatest value, as the following case histories will 

SNOT ASE I—Mrs. A. L. M., colored, 29 years old, married eigh- 
teer months, no children. About eight months ago, believing her- 
self pregnant, she introduced a butcher’s wooden skewer into 
her uterus, bringing on quite a severe hemorrhage. She past 
blood and clots for several days, and had considerable fever for 
two or three weeks. Since then has had severe backache, drag- 
ging pains in the hypogastrium, rectal and vesical tenesmus. 
Menstruation has been prolonged, profuse and painful. Has had 
a very offensive discharge from the vagina for several months. 
On examination the uterus was found somewhat enlarged, some- 
what softened, and very tender. The external os was dilated, 
the mucous membrane swollen and bleeding at the slightest 
touch. There was present a muco-purulent discharge—thin and 
very offensive. A diagnosis of corporeal endometritis was made 
and curettage advised. The patient declining operation she was 
treated as follows: The vagina was thoroly cleansed with ethe- 
real soap and hot water, then a Skene’s instillation tube, filled 
with a ten per cent emulsion of europhen in liquid albolene was 
introduced into-the uterus until the tip of the tube reacht the fun- 
dus, then the europhen emulsion was slowly injected as the tube 
was withdrawn. ‘These intro-uterine applications were made 
one each week for eight weeks, at the end of which time all un- 
pleasant symptoms had disappeared. In this case the results 
of the treatment far exceeded my expectations. The injections 
were apparently devoid of all irritating qualities, and at no time 
was there the slightest pain or discomfort following the treat- 

nt. 
ie CASE II.—Mrs. M. S., Bohemian, 41 years old. She has had 
seven children and two abortions, last abortion five years ago, and 
last child eighteen months ago. After nursing the child seven 
months her health began failing, and the child was weaned. She 
began menstruating again about ten weeks after weaning child. 
Since then she has menstruated at intervals ranging from two to 
six weeks, the quantity of the flow being variable and lasting 
from two days to a week, and always accompanied by considera- 
ble pain. There has been a troublesome leucorrhea, muco-puru- 
lent in character, and occasionally blood-streakt. Examination 
shows the uterus to be considerably enlarged and very sensitive 
to pressure. The cervix was enlarged, the canal dilated and the 
mucous membrane surrounding the external os deeply congested. 
The case was diagnosed corporeal endometritis and curettage ad- 
vised. The operation was declined as the patient “couldn’t spare 
the time.” Every effort was made to build up the patient’s gen- 
eral condition and to improve her hygienic surroundings. Sa- 
lines were given to the point of mild purgation, together with 
the following tonic sedative: 


Hydrarg. bichlor ....... ....- 
Ext. piscidiae ..... oe 2. 
Wt. VIDUIN. 3. 
Ext. serenoae serulatae..............- 2 


M. et fl. pil. no. xxx. Sig. One pill after each meal. 

In addition to this treatment, applications of the europhen 
emulsion were made to the endometrium as in the previous case. 
In this instance, however, the applications were not attended with 
the same brilliant success which had characterized the results 
in the first case, this one proving very obstinate and failing to 
show the slightest improvement until the treatment had been 
continued several weeks; then the beneficial effects slowly became 
apparent, and in twelve weeks from the beginning of the treat- 
ment the patient was discharged apparently cured. 

CASE III.—Sister M. A., American, Religeuse, 32 years old. 
Patient complained of backache, constant dragging pains in pel- 
vis, and a slight lucorrhea. She was pale, anemic, had frequent 
attacks of indigestion, appetite was poor, she was constipated 
and troubled considerably with insomnia. She was very nervous, 
worried a great deal about her poor health and frequently had 
hysterics. Menstruation began in her twelfth year, and has 
always been very painful, and lately the symptoms have pro- 
gressively increast in severity, the pain being intermittent in 
character and preceding the flow, beginning as a vague feeling 


of discomfort in the pelvis and rapidly increasing in severity until 
it was almost unbearable, when, with a final paroxysm, the pain 
disappeared, only to begin again after a short period of compara- 
tive comfort. After the flow was once well establisht the pain 
was not quite so bad. The flow was rather profuse and contained 
numerous clots. Examination showed markt anteflexion of the 
uterus, with slight enlargement and considerable tenderness. The 
éxternal os was slightly dilated and the mucous membrane con- 
gested. There was present considerable discharge from the ute- 
rus. A diagnosis of antefiexion with endometritis was made. 
The treatment consisted, locally, of forcible rapid dilatation of the 
canal and topical applications of europhen solution. Internally 
I gave: 


M. et ft. pil. no. xxx. Sig.: One pill after each meal. 


At the first menstruation after the dilatation of the cervical 
canal the patient had rather more pain than usual, probably be- 
cause the results of the traumatism to the cervical structures in- 
cident to dilatation were still present. Afterward improvement 
was rapid, and in a very few weeks all disagreeable symptoms 
had entirely disappeared. Altho the anteflexion still persisted, it 
gave rise to no symptoms, as the dilatation had apparently en- 
larged and straightened the canal to such an extent that there 
was no further obstruction to the menstrual flow. 

CASE IV.—Mrs. J. W., American, 25 years old, married three 
years, no children, no miscarriages. Complained of profuse puru- 
lent discharge from vagina and considerable pain and discomfort 
in the region of the uterus. She said that for the past two years 
she has been treated at intervals by different physicians for a 
retroflexion of the uterus. On examination there was found pro- 
jecting from the cervical canal a hard rubber stem pessary, which, 
she said, had been introduced by a physician nearly four months 
before, that she had not seen him since, and that she had en 
tirely forgotten the occurrence. The stem had cut its way deeply 
into the tissues of the posterior wall of the cervix. The cervix 
itself was deeply congested and very painful, and covered with a 
purulent discharge. The removal of the stem was accompanied by 
a rather brisk hemorrhage, which was soon controlled. The in- 
flammation rapidly subsided, and the ulcer healed rapidly under 
the application of europhen. There was no retrodisplacement of 
any kind. 

CASE V.—Miss M. J., American, 27 years old. This patient 
gave a history of exposure to cold and rain during a menstrual 
period six months ago. This exposure caused a sudden stoppage 
of the flow, together with severe cramping pains in the lower 
abdomen, headache and chill. Since then has had almost con- 
stant backache, bearing down pains in the pelvis and vesical 
tenesmus. She has not slept well, her appetite has been very 
capricious, she has had frequent attacks of indigestion, and oc- 
casional attacks of dizziness. Examination showed the uterine 
wall but slightly thickened, the mucous membrane congested and 
slightly swollen; the cervical canal was dilated and smeared with 
a blood-streakt puriform discharge. As the patient declined a 
curettage, intrauterine applications of europhen emulsion were 
made in the usual manner. Under this treatment the patient 
rapidly improved, and in six weeks was discharged, all symp- 
toms having disappeared. 

In the following two cases I employed europhen gauze in 
packing the uterus after curettage. 

Case VI.—Miss J. G., American, seamstress, 20 years old. 
Finding herself pregnant, this patient answered an advertise- 
ment, “Ladies in trouble please call,” ete. An abortion was pro- 
duced in the usual “skillful” manner of midwives, by the intro- 
duction into the uterus of the long nozzle of an engine-oiler and 
“stirring things up.” Infection followed as a matter of course. 
When I saw the patient, three days later, she had a tempera- 
ture of 105.2 F., pulse 120, respiration 42, the abdomen greatly 
distended, and there had been no movement of the bowels for 
three days. She complained of headache and severe’ pain in the 
lower abdomen and pelvis. Examination showed the uterus to be 
greatly enlarged and softened and the cervical canal dilated suffi- 
ciently to admit the end of the examining finger. There was an 
exceedingly foul-smelling discharge from the uterus, containing 
clotted blood and decomposing products of conception. In this 
case the treatment was immediate and thoro curettage, after 
which the uterus was packt with europhen gauze. Strychnine sul- 
phate was given in doses of one-sixtieth of a grain every hour for 
twelve hours, and Rochelle salts, a tablespoonful every hour till 
bowels moved freely. On the day following the curettage the 


| 
j= 
4 
| : 
| 
| 
q 3 
| 
: 


10 AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


packing was removed and the uterus irrigated with normal sa- 
line solution (100 F.) and again lightly packt with europhen gauze. 
This packing was removed in twenty-four hours and not re- 
placed. Vaginal douches of a warm, saturated solution of boric 
acid were continued morning and evening for two weeks longer, 
when the patient was able to return to her home in the country. 

CASE VII.—Mrs. J. B., German, 35 years old, five children 
and one miscarriage, the youngest child three years old, miscar- 
riage four months ago. Since then has had constant pains in 
the back, a feeling of fulness and discomfort in the pelvis, no 
appetite, more or less indigestion. Complained of great exhaus- 
tion after the slightest exertion. On examination the uterus was 
found to be rather large and boggy, the cervical canal slightly 
dilated, the mucous membrane red and swollen and bleeding at 
the slightest touch. A curettage was done under chloroform an- 
esthesia and the uterus packt with europhen gauze. This pack 
was removed on the second day and vaginal douches of warm 
borie acid solution ordered twice daily. On the eighth day the 
patient did the family washing without apparent inconvenience. 
In the treatment of chancroids, I have found europhen to have 
considerable value. The ulcer should be thoroly cleansed with 
soap and water and the europhen freely applied twice daily. Un- 
der this treatment the ulcer rapidly heals, from four to six days 
usually being sufficient to effect a cure. In the treatment of 
buboes, after the pus has been evacuated and the cavity thoroly 
cleansed, if europhen is used freely, the wound will heal even 
more rapidly than when iodoform is employed, and with the de- 
velopment of much less odor. The patient is very likely to con- 
sider the absence of odor of much more importance than the 
mere rapidity of healing. 

In the treatment of suppurating wounds I have found it espe- 
cially useful when employed in connection with a moist dressing; 
when used freely with a dry dressing it is likely to Interfere to 
a greater or less extent with the escape of the wound secretions 
by forming with them a thick, dense crust which effectually 
seals up the wound. 

As a primary dressing in aseptic wounds where, for any rea- 
son, a dusting powder is indicated, it may be used with the best 
results. I have applied it for this purpose after perineorrhaphies, 
abdominal sections and plastic operations of various kinds with 
very good results. In emergency work it is a perfect substitute 
for iodoform as far as I am able to judge. 


HOW A COUNTRY DOCTOR TREATS CYSTITIS. 
BY J, M. THOMPSON, M. D., MEADVILLE, MO. 


In a recent number of American Journal of Surgery and Gyne- 
cology there appears an article bearing this title, by Dr. Fred 
S. Clinton, of Tulsa, Ind. Ter., advocating washing of the blad- 
der, ete.—inclining to surgical rather than medical measures. It is 
not my intention to criticise this article—which is well written 
and contains much of sound advice; for my brother practitioner 
of the Indian country may have had fully as much experience as 
my own: covering a general practice of forty-three years; but to 
call attention to some of the things which I have found beneficial 
in cystitis, both chronic and acute. : 
There can be no doubt that cleanliness is one of the main fea- 
tures of successful management—the physician should see that 
the underclothes and any vulvar napkins or pads used by the 
patient are clean; for no matter what the treatment, if the pa- 
tient be filthy in her habits and wear dirty things, reinfection is 
certain, and results unsatisfactory. Proper bathing, therefore, is 
also of great importance. And the woman should not be per- 
mitted to handle her genitalia with unwasht hands. For the bath 
I order a good amount of chloride of sodium in an equally good 
amount of warm water, to be used as a sitz-bath and for washing 
the extremities. 
Another point of importance is that the feet shall be kept 
warm, dry and comfortable all of the time—day and night; cold, 
wet feet retard progress of treatment greatly—how, I do not pre- 
tend to explain—it is simply a clinical observation. In winter 
time, if the patient is troubled with “cold feet,” I order the pa- 
tient to grease the bottom of the feet and the ankles with lanolin 
and “heat in” by a good, hot stove just before retiring. 
I have found it best also to have the patient take no tea or 
coffee for supper; and also refrain from eating meat—limiting her- 
self as far as possible to a light, mucilaginous diet: oatmeal, mush 
and milk (not too much) and the like. 
In addition to these measures, internal medication is needful 
to the end that the urine be rendered acid; some of the “cystitis 
tablets” now put up by manufacturing chemists being admirably 
adapted to this end. 

It is possible by this course to render the urine perfectly 
sterile in course of time; and gradually all symptoms of inflam- 


mation will disappear, often without recourse to the irrigation 
method so highly praised by some authors. Moreover, there are 
some women in the country who will suffer indefinitely from irri- 
table bladder, or even well-markt chronic cystitis, rather than 
submit to the local treatment regarded by some as essential to 
success; in which cases the plan of treatment I have briefly out- 
lined will often afford relief. 


SURGICAL NOTES. 


American Medicine, commenting on Hahn’s review of 128 re- 
ports, aggregating 1,708 operations under spinal cocainization, 
says: “It is interesting to note that almost one-third are reported 
from this country; almost as many in France, while in Germany, 
according to Hahn, there are but ten cases, and in England none! 
One is at once impresst with the mortality; there are eight deaths. 
Opinions differ as to whether the method is the cause of death. 
The facts seem, however, to be sufficient to indicate that spinal 
anesthesia has a mortality. If eight out of 1,708 cases should in 
the future prove to be the relative mortality of spinal anesthesia, 
it unquestionably would have to be considered more dangerous 
than general anesthesia. It is only fair, however, to state that 
the majority of 1,708 cases of spinal anesthesia were performed 
on individuals suffering from lesions in which the general anes- 
thetic was contraindicated. Nevertheless, this important collec- 
tive review leaves us in doubt as to the correct comparative mor- 
tality of spinal anesthesia, and demonstrates pretty positively that 
it is still in the experimental stage. All authors agree that the 
technic is frequently a difficult procedure. It is also noted that 
even when the cocain has been injected in the spinal canal the 
analgesia has been completely unsuccessful in a few cases, and 
only partial in a few others. Repeated injections which add to 
the dangers have been necessary. The duration of the anesthetic 
only averages from one-half to one and one-half hours. It is not 
infrequently uncertain, therefore can be used only in short opera- 
tions. Should the short operation require a longer time on ac- 
count of some unavoidable accident, which is not uncommon, a 
general anesthetic would be necessary. In the larger experience 
of this collective review we find that the postoperative symptoms 
of spinal anesthesia are more common, and sometimes serious. 
Cocain intoxication, even to an extreme degree of collapse, is not 
uncommon. Richardson, of Boston, has already warned the pro- 
fession in regard to this fact, from his observations while in 
Paris, at Tuffier’s clinic. Other disagreeable symptoms are in- 
tense headache, which may last a number of days, nausea and 
vomiting, incontinence of urine and stools. On the whole, the 
postoperative symptoms of spinal anesthesia are perhaps less 
frequent, of shorter duration, and not as disagreeable as those 
after a general anesthetic; nevertheless, they are present and, 
even if they are distinctly less prominent, this should not influence 
us to use the mehod unless it is distinctly less dangerous. Thus 
far there have been no infections following lumbar puncture for 
the injection of cocain, nor have any late postoperative deleterious 
effects been observed. Clinically, the examination for lesions of 
the spinal cord and nerves have been negative. Experiments on 
animals have been negative. Autopsies in a few cases have also 
been negative. At present the indication for spinal anesthesia is 
in those individuals in which a general anesthesia is distinctly 
contraindicated, and in which the operation cannot be performed 
by the local infiltration method of Halstead and Schleich, or the 
regional method (isolation and injection of the nerve-trunks) of 
Corning and Oberst. There has been so much publisht in the 
American literature favorable to the enthusiastic position of Tuf- 
fier, of Paris, that we believe the words of warning given in 
Hahn’s careful review should be freely publisht in this country. 


In small abscesses, occurring in infected wounds, whether 
they involve the whole or only a portion of the wound, Interna- 
tional Journal of Surgery says there is no better treatment than 


the removal of stitches, washing out with peroxide of hydrogen, ~ 


and thoroly painting the pyogenic surfaces with tincture of iodine. 


At a late meeting of the Louisville Medico-Chirurgical Society, 
Dr. Ap Morgan Vance reported a case of severe fracture of the 
skull, without symptoms, exhibiting a number of fragments 
taken from a little boy who, while playing with some compan- 
ions, had been struck by the sharp point of a rock on the right 
frontal region, making a small punctured wound. There were no 
symptoms except hemorrhage, but the first doctor called had al- 
ready discovered that the skull was fractured, and sent for Dr. 
Vance in consultation. They insisted upon an exploration, which 
was done at the infirmary an hour or two afterward. They 
found the fragments of inner table driven well down into the 
dura, the outer fragments on top of it. The aperture thru the 
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outer table was not more than one quarter the size of the punc- 
ture thru the inner table, as one can see by the specimens pre- 
sented. The fragment from the inner table is about one inch in 
diameter, that of the outer table oblong, averaging about one 
quarter of an inch. He said that ordinarily the bone in these 
cases is elevated by the use of the trephine. On non-hairy por- 
tions of the scalp this is unfortunate, because the trephine open- 
ing always shows a markt depression, whereas by use of the 
chisel an oblong opening may often be made in such a case as 
this, the inner table removed, and the opening in the skull that is 
left is so small that there results no depression whatever. This boy 
will only have a linear skin scar to show for the injury, as the 
two fragments of the inner table were removed thru a small 
opening made with the chisel, intead of a trephine, as is usually 
done. The necessity for the operation and removing the frag- 
ments of bone is shown by the size of the pieces which were 
driven into the brain. Removal of course obviates the neces- 
sity of a secondary operation. A great many physicians would 
have regarded the slight injury as of no consequence, and would 
have the wound to heal without exploration. 


Two successful surgical operations for large cystadenoma of 
the pancreas are reported in American Medicine July 27, 1901, 
by Dr. Jos, Ransohoff, of Cincinnati; one 12 years ago; the last in 
1900. This patient was aged 28, Irish, tumor of six years’ growth. 
Operation made October 12, 1900. Incision from xyphoid cartil- 
age to umbilicus thru thick abdominal wall. On retracting the 
margins of the wound there was exposed a large pearly cyst. On 
inspection, the stomach was seen above, the transverse colon 
with the mesentery in front and below the growth. In the gas- 
trocolic ligament, which was speading out over the tumor many 
veins from the size of a broom straw to that of a quill were seen. 
The great omentum was next drawn into the wound to determine 
whether by division of the lower layer of the mesocolon the tumor 
could be gotten at. When this was found impracticable, the 
omentum was returned into the cavity and held in place by gauze 
packing. The gastrocolic omentum was next divided for the dis- 
tance of 7 inches along the greater curvature of the stomach, 
after a large number of ligatures had been applied to the veins 
above mentioned. The tumor was thus exposed between the 
stomach and colon. On puncture with a large trocar 3 quarts 
of chocolate-colored grumous material were removed. The cyst 
was then gradually drawn into the wound from between stomach 
and colon, adhesions being very carefully spread and tied off as 
required. As the cyst wall was gradually drawn out its pancre- 
atic origin was made certain, for on its surface there was dis- 
played a very large number of flattened lobules of the gland- 
structure proper. It is impossible to state how much of the pan- 
ceas was removed with the cyst wall. When most of the cyst had 
been drawn into the wound it, was found that the removal of the 
entire thickness of the entire wall might endanger the splenic 
vein. For this reason a pedicle was made of the pancreatic tis- 
sue about the sac and fixt above the central part of the incision. 
To prevent hemorrhage a clamp was placed under the pedicle in 
addition to the usual Staffordshire ligatures. Before the stump 
was fixt in the abdominal wound the relations between the colon 
and greater curvature of the stomach were restored by the gas- 
trocolic ligament. What little of the sac was left in the stump 
was destroyed with the thermocautery. The abdomen was closed 
in the usual manner. Time of operation, 1 hour. Subsequent 
history: During the first 48 hours, symptoms were somewhat 
stormy, chiefly on account of vomiting, which lasted during nearly 
all of 48 hours. The pulse-rate ran up to 120 on the first and sec- 
ond day; from that time on it reduced in frequency and gradually 
returned to the normal. Highest temperature reacht was 101% 
on third day. The forceps were removed October 15. Wound 
healed except for slight serous oozing from the stump. Eschar 
left by the thermocautery came away on the fifth day, when it 
was observed that the stump had already greatly contracted and 
retracted deeply into the abdominal wall. In three weeks it had 
cicatrized over entirely and the patient left the hospital just four 
weeks after the operation. 


The editor of International Journal of Surgery says it is better 
to discard carbolic acid entirely in the treatment of wounds in 
children. Not only do they develop gangrene very readily from 
its continuous effect in wet dressings, but fatal cases of poison- 
ing have been known to occur from the application of so weak a 
solution as 1-40. 


In an article on the treatment of accidents under chloroform 
Wilson states that the indications are to remove the anesthetic- 
laden air from the lungs, encourage the flow of blood to the nerve 
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centers and stimulate circulation and respiration. The methods 
suggested are grouped in 5 classes, those which under normal 
conditions excite reflex respiratory efforts; direct mechanical or 
electrical stimulation of the heart; mechanical respiration; me- 
chanical measures for raising blood-pressure, or determining 
blood to the vital centers; drugs. If a patient sufficiently under 
an anesthetic to be oblivious to sensation has failure of respira- 
tion, peripheral stimuli will probably be of little use. Traction on 
the tongue and dilation of the anus are considered and advised. 
Faradism and acupuncture of the heart he thinks are worse than 
useless. Intermittent pressure of the ventricle is most likely to 
be beneficial. Failure of the circulation from paralytic dilation 
of the heart and from paralysis of the vasomotor mechanism 
should be differentiated. When there is pallor and accelerated or 
gasping respiration, there is vasomotor paralysis, which re- 
quires inversion of the patient, pressure on the abdomen, and 
artificial respiration. If the dangerous symptoms are preceded 
by struggling, suffused face, and signs of venous engorgement, 
the patient should be alternately raised nearly vertical and re- 
turned to the horizontal during artificial respiration. When fail- 
ure of respiration is due to paralysis of the center, it is probably 
always fatal. When secondary to fall of blood-pressure, there are 
two systems by which artificial respiration may be performed— 
by inflation and by chest expansion. The latter is the more ef- 
fective. Drugs may be ineffectual for lack of circulation to carry 
them. Inhalation is the readiest path for introduction. Ether is 
sometimes useful. Of all remedies he regards suprarenal capsule 
as most likely to be of value. 


Madelung proposes a new operation for carbuncle. He ob- 
jects to complete excision, because it is a severe operation, attend- 
ed with loss of blood, needless sacrifice of tissues and a consid- 
erable scar; for several years he has been very successful with 
the following operation: The carbuncle is encircled on three sides 
by an incision (down to the muscle), forming a tongue-shaped 
flap, with the carbuncle in its center; the flap is rapidly reflected 
like the skin flap in an amputation; bleeding is arrested by in- 
serting a large pad of gauze between the flap and the bed from 
which it was taken, and applying pressure; with the sharp spoon 
all obviously dead tissue is removed from the deep surface of — 
the flap, and the entire wound is disinfected; the flap is replaced 
over a pad of gauze, and a dry dressing is applied. After an in- 
terval varying from the sixth to the ninth day, the flap is united 
by means of sutures. It is said to be surprising how little of the 
carbunculous flap dies. 


Riesman claims that: (1) Tuberculosis of the pericardium is 
comparatively comnion. (2) It may be primary in the clinical, 
rarely in the pathologic sense; it may be secondary. (3) The pri- 
mary form is either a hematogenic infection or is the result of 
extension by contiguity from some trivial focus. (4) The most 
frequent source of infection is a tubercular mediastinal or bron- 
chial lymph gland. (5) The primary form is usually chronic, and 
appears as an obliterative pericarditis. (6) In a large percentage 
of cases there is an associated mediastinitis, with adhesions to 
pleura, sternum and ribs. (7) The symptoms are those of ad- 
herent pericarditis or mediastino-pericarditis, (8) In every case of 
obliterative pericarditis of obscure etiology tuberculosis should 
be suspected, particularly if there are no endocardial murmurs. 
(9) The diagnosis of tuberculosis of the pericardium can usually 
be made only by excluding other causes, except in rare instances 
of successful animal inoculation with fluid obtained by tapping a 
pleural cavity. (10) Tubercular pericarditis may not present any 
characteristic features at autopsy; hence microscopical examina- 
tions should be made in every case of adherent pericardium before 
tuberculosis is excluded. (11) In rare cases a clinically primary 
tubercular pericarditis is acute, the exudate beieng serofibrinous, 
hemorrhagic, or purulent. In the last instances, surgical meas- 
ures are indicated. 


Psoas abscess, says Charlotte Medical Journal, has been ex- 
tensively discust and rather widely differing views are held by 
men of experience. Dr. Robert W. Lovett says that fever is not 
necessarily an accompaniment of psoas abscess formation; that 
where it does occur the prognosis is not so good as where it is 
absent; that the best method of operation is by a lumbar or an 
iliac incision, one or the other, and preferably the latter. It seems, 
on general principles, desirable to avoid recumbency for long 
periods, which, of course, makes drainage by an iliac incision al- 
most impossible. It seems, therefore, best to put on a plaster 
jacket almost immediately after operation to enable the patient 
to sit erect and to enable the abscess to drain almost from the 
first. In this way the writer has obtained better results than 
by any other method. 


| — 
ig 
| 
: 
% 
he 
¥ 
j 
EB 
| 
| 
| 
3 
| 


12 AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


Of old camphor was much used in the treatment of ulcers 
of the leg. In a recent article Schulze regrets that the introduc- 
tion of new remedies so often causes old ones to be put aside. 
He has tried a large number of drugs as applications for the 
treatment of ulcer of the leg, and comes back to the opinion that 
none give such good results as camphor. He usually prescribes: 

Zine OXIA 

Misce bene. Sig: Apply thrice daily. 

The treatment can be carried out without insisting on the 
patient lying up. He claims that these applications will nearly 
always lead to the healing of the ulcer. 


Philadelphia Medical Journal gives a synopsis of a paper by 
Dr. A. E. Halstead, of Chicago, on suturing wounds of large 
blood-vessels; and gives details of a case in which during the 
removal of a recurrent carcinoma of the breast, he accidentally 
cut thru about two-thirds of the circumference of the axillary ar- 
tery. Since at the previous operation most of the collateral vessels 
had been ligated, it was feared that gangrene would result from 
ligation of the axillary vessel; so digital compression was made 
on the proximal side of the injury and the wound closed with cat- 
gut sutures, which past thru the two outer coats only. The pa- 
tient left the hospital at the end of two weeks perfectly well, and 
two months after the operation the radial pulse on the injured 
side was as good as the other. Dr. Halstead thinks that when 
more than one-half of the circumference of the vessel is involved 
it is advisable that an end-to-end anastomosis by invagination 
should be employed. This is apt to result in subsequent oblit- 
eration of the vessel from endothelial proliferation. In the mean- 
time, however, the collateral circulation has been establisht. Tem- 
porary ligation with silk and catgut to prevent bleeding during the 
operation of closing the wound should not be employed. 


Dislocation of the patella may be traumatic, congenital, or 
pathological. Traumatic luxation, when not treated, tends to 
become habitual. Congenital luxation may also become habitual, 
in the later years of life. Pathological dislocation of the patella 
is generally habitual. Friedlander reports (Philadelphia Medical 
Journal) cases of congenital dislocation of the left patella, and 
double pathological dislocation. The first was seen in a girl of 
12, with dorsal scoliosis and decided deformity of the thorax. 
Accidentally, luxation of the left patella was discovered, which 
had never caused any trouble. She only noticed that it slipt out 
of place on rapidly running down stairs. With extension, it al- 
ways slipt back into place. The internal condyle on the left 
leg was noticeably more prominent than on the right, the external 
condyle being markedly fiattened. On bending the left knee, the 
patella rotated outward, causing a projection to the left side of 
the knee. The second case occurred in a girl of 12, who had 
doubie congenital dislocation of the hips until 5 years of age. 
Following operation, ankylosis of both hips resulted, so that 
standing and walking are very difficult. Only this year was the 
double luxation of the patella noted. Her brother, six years 
older, had had the same operation performed for congenital dis- 
location of one hip, with resulting ankylosis and luxation of the 
patella of that leg later. The ankylosed hips stand at an angle 
of 20 degrees, and there is slight compensatory lordosis. The lux- 
ation of the patella occurs whenever the knees are bent. The 
knee joint looks flat. With extension the patella returns into 
place. In these cases the dislocation is outward, as is most 
common. ‘The tendency toward the “knock knee” position in 
girls is considered a cause of the luxation, as is traumatism in 
men. It is also due to changes in the configuration of the ends 
of the bones forming the joint, and to an enlarged and flaccid 
condition of the joint capsule. Neither rachitis nor heredity have 
any influence etiologically. But in the second case a congenital 
disposition to luxation of the patella existed, probably aided by 
the changed muscle action due to the ankylosis of the hip-joint. 
The prognosis of untreated cases is bad. Massage, gymnastics, 
and bandages may aid, but operation will probably still be neces- 
sary. 


The apparent increase of cancer is not entirely in accord with 
the actual increase (alarming as that is), according to Dr. William 
F. Whitney, of Boston, who has been making a study of its al- 
leged increase in his state. He says (American Medicine, July 
27, 1901) that if death from cancer should go on at the apparent 
geometric increase of the past 50 years, in two and one-fourth 
centuries every person over 30 years of age would die from that 
disease! This increase, he thinks, is probably due in great part 
to better diagnosis and registration, and until the ratio of deaths 


autopsies to be the true rate for cancer), it is not justifiable to 
speak of the increase as inherent in the disease itself. Compari- 
son with other states and countries show the rate for Massa- 
chusetts to be about the same as theirs, with greater variation 
between the males and females in Austria, which is remarkable 
for the correspondence between the two sexes. In the state of 
Massachusetts itself there is a slight increase westward for 
groups of counties of the same density of population. The densely 
— part of the state apart from these shows a little higher 
rate, 


Operation for ascites due to cirrhosis of the liver is gaining in 
popularity. One of the latest successes is that of Dr. Chas. H. 
Frazier, who records (Annals of Surgery) the history of a laboring 
man of middle life, who was operated upon by the author for a 
well-markt case of cirrhosis of the liver with ascites which had 
not yielded to medicinal treatment and had recurred rapidly after 
repeated tappings. The abdomen was opened, and after rubbing 
the parietal peritoneum vigorously with gauze the omentum was 
sutured to the parietal peritoneum and the margins of the wound. 
The wound was closed without drainage. The abdomen was tapt 
the thirteenth day after the operation and again on the thirty- 
sixth day. From that time to the time of writing, about two 
months, there had been no reaccumulation of fluid. The patient 
recovered strength rapidly; was no longer bed-ridden, and went 
out daily. This operation opens a new channel for relief of the 
obstructed portal circulation, in that greatly enlarged venous 
channels are easily demonstrable in the adhesions formed after 
an operation for this condition. 


Senn, of Chicago, reporting two successful resections of the 
rectum for cancer, says (Philadelphia Medical Journal): The ex- 
perience with these and other cases has satisfied me that a rad- 
ical operation for carcinoma of the rectum can be successfully 
performed without sacral resection in all cases in which the ex- 
tent of the disease warrants operative intervention. I am equally 
convinced that sacral resection greatly adds to the mortality of 
the operation without furnishing an equivalent in space or with- 
out increasing materially the prospects for more lasting results. 
The combined operation is destined to take the place of sacral re- 
section in all cases in which excision of the coccyx does not af- 
ford the required space to reach the proximal limits of the dis- 
ease with safety. 


In very hot weather the surgeon must examine his dressings 
daily to detect any odor of decomposing wound-secretions. The 
slightest indication of a foul smell requires immediate change of 
the outer layers of gauze and cotton, without disturbing that 
nearest the wound—thus often preventing a wound-infection. 


Hypodermic injections of carbolic acid seem to be gaining favor 
in the treatment of tetanus. Dr. G. R. Livingston reports to 
Regular Medical Visitor, of St. Louis, a markt case, which he 
treated successfully by means of hypodermic injections of car- 
bolic acid. He uses a solution composed of 7 minims of carbolic 
(C. P.) diluted with 7 minims of glycerine and 7 minims of wa- 
ter. This quantity is injected every two hours for about six days. 


International Journal of Surgery calls attention to a very 
important point, viz: That little children should never be operated 
on during very hot weather if the surgeon can choose his own 
time. They are very apt at this time, however carefully they 
are fed, to develop a severe form of intractable diarrhea. 


Another successful amputation at the hip-joint by the use of 
Wyeth’s pins is reported (Journal of- American Medical Associa- 
tion, July 13, 1901) by Dr. Earl M. Gilliam, of Columbus, O. 


Imprest with the facts that the prostate is regarded as the 
analogue of the uterus, and that ergot exercises a peculiar effect 
upon the latter organ, Dr. Eugene R. Corson, of Savannah, Ga., 
has tried ergot largely in prostatic disease. He says (Atlanta 
Journal-Record of Medicine) that he has found it of great serv- 
ice in congestion and inflammation of the prostatic urethra due 
to gonorrhea and in sexual weakness dependent upon some pros- 
tatic inflammation, when, for instance, sexual desire is strong, 
but the sexual act is imperfectly performed, due to premature or- 
gasm. In the opposite condition, when the sexual function is 
strong and overindulgence has induced backache, pain at the 
base of the bladder and a discharge of prostatic and urethral 
mucus, often mistaken for seminal fluid, ergot is also useful, com- 
bined possibly with bromide of potassium. In the prostatic en- 
largement of advancing years it is also useful, tho surgical treat- 


over 30 years has reacht 8 to 9 per cent (which is shown by 


ment must by no means be neglected. 
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GYNECOLOGICAL NOTES. 


Alum enemata after pelvic operations are advocated by Dr. 
Virgil O. Hardon, of Atlanta. He claims that paresis of the in- 
testines, after an abdominal operation, may be prevented by rec- 
tal enemata of warm alum solution—an ounce of alum to a quart 
of water. This causes active peristaltic movements of the entire 
intestinal tract and is followed by rapid expulsion of gas. This 
method has been employed nine years, and no injury has fol- 
lowed its use, tho occasionally a mucoid cast of the large in- 
testine comes away. 


Goelet, of New York, has discovered that the new “straight- 
front” corset now so popular with some women is the typical 
kidney-support long desired for wandering kidney. He claims that 
it elevates the abdomen, raises the intra-abdominal pressure, does 
not press directly upon the kidney, and can be applied by the pa- 
tient after she has learned how. ‘The ordinary well-fitting 
straight-front corset may be used, but its proper adjustment is a 
matter of some skill and must be attended to at first by the 
physician himself. The patient is taught to replace the kidney 
while in a recumbent position, and the corset is put on while 
lying on the back in a position of semi-opisthotonos. The lowest 
eatch is fastened first and the abdomen pusht up as each suc- 
ceeding catch is fastened. Considerable practical experience, he 
states, has shown that the kidney is held in perfect position and 
cannot prolapse. The symptoms depending upon its mobility are 
removed and attacks of renal colic due to congestion or hydro- 
nephrosis are prevented entirely. Moreover, the treatment always 
receives the hearty co-operation of the patient and, he thinks, 
there is a certain appropriateness in curing the latest fashionable 
disease by the latest fashion in corsets. 


Dr. Henry P. Newman, of Chicago, has a good article in Jour- 
nal of American Medical Association, July 20, 1901, on “The 
Gynecologic and Obstetric Significance of Girlhood.” He first 
quotes Engelmann’s statistics as to menstrual irregularities and 
asserts that there is a detriment to the function of maternity 
proportional to the departure from normal standards. The se- 
quence is this: Irregular menstruation, seldom profuse or pro- 
longed, but usually accompanied by pain. After a varying lapse 
of time this is preceded by a prodromal stage of nervous exacerba- 
tion due to development of congestive or structural disease of the 
ovaries, sometimes going on to partial or pronounced invalidism. 
If the girl marry there is sterility, or birth of one or two chil- 
dren under most unfavorable circumstances; perhaps loss of life. 
This is the penalty paid for forced activity of other organs thru 
ill-timed educational methods, thus thwarting the growth of the 
pelvic organs, resulting in the infantile uterus or juvenile cervix. 
Maldevelopment of the cervix plays a disastrous role. Even when 
pronounced infection and inflammatory exudates are absent, 
white-celled proliferation oecurs, constricting the lumen and pre- 
venting softening and dilating in menstruation, copulation and 
childbirth. As prophylactics due attention should be given to 
hygiene, sleep, diet, dress and exercise; and especially against 
“higher education” at the expense of bodily health. Pain should 
be relieved by sitz-baths, tropical applications, heat, etc. or if 
due to organic mechanic causes, by surgery. Full dilation under 
anesthesia, with plastic work for restoring and maintaining a 
proper lumen, is better practice than a course of local treatment. 


The subject of pelvic massage is considered by Dr. Louise 
Southgate in Cincinnati Lancet-Clinic, June 29. She concludes: 
To sum up results obtained from my cases herein reported and 
others whose history I have not given, pain and soreness in 
pelvis has been relieved; adhesions have been freed; exudates 
have been absorbed; large recent subinvolution was reduced; old 
chronically enlarged uteri have been rendered much smaller; en- 
larged fibrous ovaries have diminisht slightly in size; retroverted, 
hypertrophied uteri, complicated with enlarged appendages and 
lax vaginal walls, have been reduced in size and retroversion 
somewhat improved; a retroverted, prolapst uterus without com- 
plications was restored when electricity was added to the mas- 
sage; severe dysmenorrhea of many years’ standing has been re- 
lieved, when caused by adherent ovary, cured. 


Dr. Joseph Tabor Johnson, of Washington, speaks forcibly on 
the subject of gonorrhea in women in an article in the American 
Gynecological and Obstetrical Journal. Among other good things 
he says: Our consciences, as well as our treatment, need revision 
in regard to the dismissal of gonorrheal patients as cured so ab- 
solutely and permanently as to make marriage safe beyond the 
possibility of the contamination of the innocent wife. How long 
after the gonococcus ceases to be found by the microscopist in 
the urethral secretions or discharges can we safely give our pro- 


fessional sanction to matrimony? This is one of the burning 
questions of the day, and should be considered with the greatest 
care and conscientiousness. Dr. Joseph Price says there are 
more and better reasons for locking up in jail a man with gon- 
orrhea than there is to incarcerate a common murderer—in one 
case there is only one victim, and that victim is dead; in the 
other, there may be a dozen or more, doomed possibly to suffer- 
ing and sorrow during the remainder of their miserable lives! In 
the searchlight glare and publicity of the scientific attainments 
of the twentieth century let us try at least to lift this oppro- 
brium medicorum from the shoulders of the regular medical 
profession, and so treat this disease that the sad complications 
which it has been the object of this paper to portray will no longer 
occur, and its uncured victims will have no cause in the here- 
after to rise up and curse our memory. If the ophthalmologists 
can reduce, as they now claim they can, 25 per cent of the blind- 
ness of the world down to a fraction of 1 per cent by their rad- 
ical preventive treatment of gonorrheal ophthalmia, why can’t 
we, by equally careful, thoro and radical preventive treatment, 
actually prevent the occurrence of the pelvic complications of 
gonorrhea in women? I most earnestly hope we can and will in 
the not distant future. 


Another successful Cesarian section is reported to Occidental 
Medical Times by Dr. Chas. R. Harry, of Stockton, Cal. 


A Cesarian section in a girl of 13 years is recorded by Dr. 
Clarence Webster, of Chicago, in American Journal of Obstetrics, 
February, 1901. The patient was American by birth, and ap- 
parently of weak intellect. She was in the eighth month of 
pregnancy. The bony pelvis was of the justo-minor type, the 
true conjugate measured 9.2 cm., or 3% inches. A sudden attack 
of flooding came on, the umbilical cord had prolapst, and the 
membranes ruptured. The cervix was reacht with difficulty, and 
was found dilated to about the size of a silver dollar. It was 
filled with blood-clots, which extended upwards into the uterine 
cavity. The vagina was small and resistant, and allowed of no 
obstetric maneuver. It was speedily plugged and Cesarian sec- 
tion performed. The uterus was firmly contracted on the fetus, 
and had never relaxt since the effects of the anesthesia had be- 
gun. The incision was medial, vertical and anterior, as usual; it 
was five inches in length. The fetus lay transversely with its 
head to the right. The placenta was attacht posteriorly, three- 
fourths to the upper and the rest to the lower, uterine segment, 
and this lower attachment had separated, and thus no doubt ac- 
counted for the hemorrhage. The wound in the uterine wall was 
closed with continuous chromic gut, which approximated the 
entire musculature. The peritoneal edges were inverted, and 
closed with formalin gut. The peritoneal cavity was filled with 
hot saline solution before closure. The patient made a good re- 
covery. The urgent condition of the patient and the complica- 
tions made Cesarian section necessary; turning would have been 
impossible, and the tissues of the cervix were not relaxt as at 
term. Rapid dilation could only have been carried out at the 
risk of severe laceration. 


A case of tubercular abscess of the mammary gland is re- 
ported by Pluyette, says Journal of American Medical Associa- 
tion. (More than 40 cases of this affection have been publisht.) 
In the personal case described, the patient, a young woman, no- 
ticed that her breast had tripled in size one and one-half months 
after a slight traumatism with erosion. There was no aden- 
opathy, no retraction of the nipple, no local temperature, distinct 
redness nor cutaneous edema. On operation the parenchyma of 
the gland was found almost completely destroyed and the cold 
abscess was encapsulated in a thick membrane lined with mili- 
ary tubercles. Complete recovery has occurred to date, twenty 
months after extirpation. Two other patients were well, nine 
months and three years afterward, respectively, when publisht. 
A number have died from recurrence on the same, or the other 
side. In one case the abscess developt eight days after the 
primary trauma. 


Constipation is such a constant accompaniment of pelvic 
diseaSe that a late article by Mazeran is of gynecologic interest. 
He says that constipation from spasmodic contraction of the large 
intestine requires entirely different treatment from constipation 
due to intestinal atony. It is a distinctly neuropathic affection, 
the result of diminisht nerve force. It differs from constipation 


due to atony by its prevalence in women; the influence of emo- 
tions, brain work, responsibilities, etc., on its production and ex- 
acerbations, the lack of dyspeptic antecedents and its variability 
and absolute irregularity, and its absence of connection with the 
diet. The abdomen is liable to be tympanitic, sensitive, irregu- 
larly painful, with peristaltic waves, abdominal hypertension, and 


a- 
on | 
le | 
of 2 | 
or 
er 4 | 
H. i | 
ng | 
ad 
ter 
ng | | 
ras j 
nd. 
ty- } 
wo | ; 
the | hig 
| 
‘ter 4 | 
q | 
the 
ex- 
ad- 4 | | 
lly @ | 
ex- | 
ally 4 Bis 
of | 
ts. | | 
re- | | 
af- 
dis- 
ings 
The # 
2 of 
that | 
n. | 
4 
3 to | 
car- 
wa- | 
ays. | | 
very | 
ated 
own | | 
they | | 
eof 
ocia- 
3 the 4 
ffect 
Ga., 
serv- | | 
, due : | | 
rong, | 
reor- | 
n is 4 
t the | 
‘thral 
com- | 
cen- 
treat- 


14 AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


bunches and pseudo-tumors from the contractions. It is difficult 
to detect fecal matter by palpation. False desires to defecate 
are experienced. The constipation is exaggerated before menstrua- 
tion and diminisht after it is once establisht, which is the exact 
reverse of the condition observed in constipation from atony. The 
feces are flat or in tiny balls, covered with dried mucus. Flatus 
is rare and odorless. There are frequently organic spasms and 
reflexes corroborating the neuropathic origin, gastric hiccough 
and constriction of the chest. Rectal enemata are sometimes 
introduced with great difficulty and frequently are retained, caus- 
ing colic. Medication should be antispasmodic, both local and 
general, with adjuvants of various kinds to restore tone to the 
nervous system. Belladonna heads the list under the first indi- 
eation. Even a small dose, 1 or 2 cg. in a pill or suppository, 
may prove effective. Asafetida, zinc valerianate and laudanum 
are also valuable, combined with warm sitz baths, compresses 
and rectal irrigation—all between 33 and 36 C., with very light 
massage and measures to strengthen the nervous system and the 
general health. All depressants, such as the bromides, must he 
avoided, with alcohol, hot drinks, spiced foods, etc. Purgatives 
are contra-indicated, but a mild laxative is required during the 
exacerbations of the constipation. A good combination is 1 or 
2 cg. of belladonna, followed in an hour by a teaspoonful of cas- 
tor oil or 40 cg. of cascara sagrada. The treatment should be 
completed by a course of tonic-sedative waters. 


Deaver, of Philadelphia, in a recent article, claims that a 
lacerated cervix in women who have borne children should us- 
ually be considered more of a normal than a pathological condi- 
tion. In the absence of special indications, such a cervix had 
better be let alone. If, however, a lacerated cervix be exten- 
sive enough to permit gaping of the edges and consequent expos- 
ure of the cervical mucous membrane to injury, or if ulceration be 
present, or if the scar tissue is hard and in excessive amount, or 
if any of these conditions give rise to subinvolution or markt re- 
flex symptoms, then operation is indicated. If, in addition to 
any of the above conditions, there is a history of hereditary ten- 
dency toward malignancy, there is the strongest indication for 
operation. <A patient with a family history of carcinoma, pre- 
senting the above conditions, should be operated upon at the 
earliest possible moment; and this should be repeated after subse- 
quent labors if the cervix be torn again, as it is likely to be. As 
strong as these indications are for operative interference, we are 
not justified in instituting them unless there is freedom from all 
pelvic inflammatory processes or their results. Salpingitis, pyosal- 
pinx or adhesions offer strong contra-indications. Under these 
circumstances, abdominal section for the correction of intra-ab- 
dominal trouble should follow immediately the repairing of the 
lacerated cervix. If the cicatricial tissue in a lacerated cervix 
involve the supra-vaginal cervix, it may be sometimes impossible 
to remove it entirely except by high amputation of the cervix, 
with freeing of the bladder and rectum; if, under these circum- 
stances, there is a history of a hereditary tendency to malignancy, 
or if the patient be near or undergoing the menopause, vaginal 
hysterectomy may be considered the more rational procedure. He 
also thinks that great care must be exercised in endometritis to 
properly prepare the endometrium, if this be possible, prior to the 
narrowing of the cervical canal, so as to provide adequate drain- 
age, or, in other words, to decrease the discharge so that the 
new and narrow canal will carry it off. Aseptic details in any 
one of these operations are as necessary as in any in the realm 
of surgery. He calls attention again to the fact that a latent 
salpingitis can be converted into an active one by the introduction 
of sepsis thru instruments or intra-uterine douching, or the spread 
of sepsis from an infected uterine cavity, or the breaking up of 
peri-uterine adhesions, liberating septic foci which have been 
imprisoned. He further says that adhesions may be torn by bring- 
ing the uterus down to the vulvar orifice; therefore, the tenacu- 
lum should not be used to make traction during dilatation or re- 
pairing the cervix, but only to steady the uterus. He regards 
washing out the uterus, except in septic conditions, and also plug- 
ging the uterine cavity with iodoform gauze, as vicious practices 
too often capable of exciting salpingitis. If the discharge aris- 
ing from an endometritis shows the presence of gonococci, cu- 
rettement is positively contra-indicated, for it is certain that such 
a procedure will most probably light up an active gonorrhea, 
which will show markt tendencies to spread with consequent 
tubal involvement, 


In a paper on the early diagnosis of extrauterine pregnancy, 
Dr. Andrew F. Currier, of New York (New York Medical Jour- 
nal, April 20), says that the term “ectopic gestation” should be 
limited to those cases in which the fetus is strictly within the 
Fallopian tube. The symptoms of this condition may be divided 
into the ordinary and the extraordinary. The ordinary include 


cause symptoms, should be removed by abdominal incision. 


the enlargement of the breasts, with increast prominence of the 
veins and enlargement of the papillae in the areola that sur- 
rounds the nippie, the bluish discoloration of the vaginal mu- 
cosa, the softness of the tissue of the vagina and the uterus, non- 
appearance of the menses, irritability of the stomach, possible 
nausea and vomiting, increase in the size and change in the con- 
tour of the uterus, and increase in the secretion of the glandular 
structure of the vagina and the uterus. The extraordinary signs 
should be regarded as contirmatory of the ordinary. They are not 
always present, or always present at the same period, or always 
of equal intensity and significance. The most important is hem- 
orrhage. It is most likely to occur, and occurs most early, ‘in 
those cases in which the seat of the gestation is the fimbriated ex- 
tremity of the tube. It is least likely to occur when the oval sac 
is near the middle of the tube. Next in importance to bleeding 
is pain. This is not always present, but often is a prominent 
sign, being usually paroxysmal, sharp and darting, and inclining 
the patient to relax the thigh muscles and flex the thighs upon 
the abdomen. The third diagnostic point consists in the pres- 
ence of the pelvic tumor, which is usually best determined by 
examination per rectum. The passing of decidual membrane by 
the vagina, pulsation of the vaginal arteries and various other 
signs he regards as of minor importance, 


How shall we deal with uterine myomata? is a question dis- 
cust by Dr. E. E. Montgomery, of Jefferson Medical College, in 
Journal of the American Medical Association, July 20, 1901. He 
concludes that from our knowledge of the progress of these 
growths we are justified in answering the question as follows: 1. 
Small uterine myomata,which do not give rise to symptoms, are 
subperitoneal or interstitial, and may be permitted to go untreated, 
but the patient should be kept under observation, and any increase 
in size should indicate operation, as continuous growth may result 
in destruction of the uterus. 2. Small growths which cause hem- 
orrhage are submucous or interstitial, and should be removed 
thru the vagina. They can be made accessible by tents, or by 
incision thru either the anterior or posterior lip. 3. Multiple 
growths, or small growths, nonaccessible by the vagina, which 
The 
uterus should be preserved whenever practicable. 4. When 
the growths are large, or render extirpation of the uterus neces- 
sary, the entire removal of the organ is the simplest and most ex- 
peditious procedure. 


A peculiar thing in diseases of women is that removal of the 
ovaries sometimes checks the growth of cancer of the breast. In 
a late review of this procedure, Dr. Stanley Boyd refers to Beat- 
son’s suggestion in 1896, that the removal of both ovaries might 
be useful in the treatment of inoperable cancer of the breast, 
reasoning in the following way: In lactation there is rapid multi- 
plication of mammary epithelium, the cells undergoing fatty de- 
generation as fast as they are formed; they then break down, fall 
into the lumina of the gland acini, and come away in the milk. 
In cancer the mammary epithelium also multiplies rapidly, but 
instead of undergoing fatty degeneration and being cast off, it 
distends the acini, penetrates into the lymph spaces of the breast, 
and there floating in a nutrient fluid it continues multiplying 
and forcing its way onward toward the lymphatic glands. 
Oophorectomy in the cow maintains fatty degeneration of the 
epithelium of the lactating breast, and Beatson thought it might 
induce’ fatty degeneration of the epithelium of the cancerous 
breast. Accepting menstruation as the evidence of ovarian ac- 
tivity, he was inclined to believe that the cessation of lactation 
was due to the re-establishment of the influence of the ovaries, 
which influence had been suspended by the gravid uterus, and 
thus removal of the ovaries resulted in the indefinite continuance 
of lactation. He thought it possible also that cancer of the breast 
might actually be due to some “ovarian irritation” or to “some 
defective steps in the cycle of ovarian changes,’ and that their 
removal might bring cancerous cell-proliferation to a standstill 
or induce fatty degeneration of the cells as in lactation. Boyd 
presents a table of forty-one cases. He also knows the results in 


‘thirteen other cases, making a total of fifty-four. Of these fifty- 


four cases, nineteen (thirty-five per cent) were more or less ben- 
efited, thirty-four were not benefited, or only doubtfully so, and 
one resulted in death from exhaustion. He believes that oophorec- 
tomy should be offered in cases other than the very acute, in 
women over forty, with no visceral or bony lesions, in fair condi- 
tion, and before the menopause. In extensive primary cases and 
recurrences as much as possible of the disease should be — re- 
moved; healing should be attained, lest the operation fail in its 
object ané malignant ulceration be started. Work in this line 
must still be experimental. Boyd also believes it desirable to 
amputate arms which are so heavy from edema that by their 
weight they prevent the patient from getting apietiies of 
course, at the patient’s request. 
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